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Introduction
The consideration of two specific therapeutic interventions for major recurrent 
depressive episode will begin with a definition of the disorder with estimates of 
prevalence. The two approaches, Cognitive Behaviour Therapy (CBT) and 
Cognitive Analytic Therapy (CAT) will be outlined, their respective theoretical 
underpinnings summarized, before moving on to an analysis of their efficacy 
in the treatment of recurrent depression. Issues of commonality between the 
approaches and the possibility of clinical and theoretical convergence will be 
reflected upon. Finally, the implications for clinical practice of some of the 
issues raised will be outlined, followed by a summary of the pertinent issues 
and conclusions.
Definition and prevalence
The DSM-IV (American Psychiatric Association (APA), 1997) definition of a 
Major Depressive Episode stipulates the presence of at least five symptoms 
(which must include depressed mood and loss of interest in usual activities) 
from a possible list of nine to have occurred nearly every day for at least a two 
week period and “represent a change from previous functioning” (pp.327). The 
nine items indicate changes in levels of energy, in appetite and weight, sleep, 
negative thinking and possible thoughts of suicide. A diagnosis of Major 
Depressive Disorder is given when there has been one or more Major 
Depressive Episode. If there has been more than one episode of depression, 
a specifier of Recurrent Depression is given (APA, 1997). The ICD-10 
classification (World Health Organisation, 1992), which is also used often, is 
very similar to that given by the DSM-IV.
A definition of ‘recurrence’ has been given by Roth and Fonagy (1996, pp.60): 
“The appearance of a new episode of major depressive disorder arising during 
a period of recovery” (a period of time indicating the end of the index episode). 
This distinguishes from ‘relapse’ which is the return of the original index 
episode before recovery has occurred.
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A recent large-scale European study found the prevalence of Depressive 
Disorders (using DSM-IV criteria; therefore including Dysthymic Disorder) in 
the UK population to be between 6.1% and 17.1% (rural and urban locations 
respectively) (Ayuso-Mateos et al, 2001).
In terms of rates of recurrence, it has been observed that whilst some people 
have separate episodes of depression, with no symptoms in the intervening 
years, others have clusters of episodes (APA, 1997). Of those who have a 
single Major Depressive Episode, 50-60% will have a second episode, of 
those, 70% will go on have a third, and of those, 90% will have a fourth (APA,
1997). In fact, where once the recurrence of Major Depressive Disorder was 
considered as a sub-type of the disorder, some now suggest that the recurrent 
form may actually be the predominant form (Frank & Thase, 1999).
Given that depression is often deemed to be the most commonly encountered 
psychiatric diagnosis (Gotlib & Hammen, 1992) and as it is often a recurrent 
disorder, treatment options are of paramount interest in the literature. 
Depression is mentioned in the key targets in the National Service Framework 
for Mental Health (Department of Health (DOH), 1999) and in a recent 
publication regarding the choice of psychological therapies in the NHS (DOH, 
2001). Within this document it is specified that “Psychological therapy should 
be routinely considered as an option when assessing mental health problems” 
(DOH, 2001, pp.3).
It has been suggested that ongoing, maintenance antidepressant medication 
is indicated in recurrent depression (Korn & Greist 2001; Jarrett et al 2001). 
However, the role of psychotherapeutic interventions in preventing recurrence 
is increasingly being considered (Jarrett et al, 2001; Teasdale, 2000) and it is 
on this approach that the following discussion will centre.
Two psychotherapeutic interventions will be considered, CBT and CAT. CBT 
may be the obvious choice for discussion, as it is often recommended for 
treatment of depression, whereas CAT has a more limited research base and
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is not widely recommended as a depression-specific therapy. However, in this 
discussion, the reasons for the consideration of CAT will be made clear.
Cognitive Behaviour Therapy
Background and treatment approach
The predominance of the behavioural approaches in treating psychological 
problems was evident for the earlier part of the 20^  ^ century. However, in the 
1960’s and 70’s when it was observed that such approaches had not proved 
effective in the treatment of depression (Rachman, 1997), attention 
increasingly turned to cognitive factors (Hawton, Salkovskis, Kirk & Clark, 
1989). It was at this time that Beck began to develop his cognitive approach to 
the treatment of depression. At this point, it should be stated that although 
Beck’s approach is ‘Cognitive Therapy’, the subsequent development of the 
approach and the inclusion of behavioural techniques and theories, has led to 
the term ‘Cognitive Behaviour Therapy’ being used to describe a Beckian 
approach (Fennell, 1989). Although it could be argued that this is not 
appropriate, for the purposes of this discussion, as has been suggested 
elsewhere (Davison & Neale, 1996), Beck’s approach will be referred to as 
CBT, as an acknowledgement that in the literature the terms are frequently 
used interchangeably.
Beck’s 1967 book, ‘Depression: Clinical, Experimental and Theoretical 
Aspects’ introduces several of the concepts familiar in current practice of CBT, 
however, the text also reveals Beck’s original theoretical grounding in the 
psychoanalytic approaches. CBT, was first conceptualised specifically as a 
therapy for depression, although subsequently it has been expanded and 
revised to incorporate treatment for many other psychological problems 
(Hawton et al, 1989).
The basic premise for CBT for depression is that negative thoughts which 
typically accompany depression are not only a symptom of depression, but 
also contribute to its instigation and maintenance. The origin of such thoughts 
is through experiences in earlier life which lead to the development of
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assumptions (Hawton et al, 1989). These assumptions or schemas may prove 
useful in guiding our actions in daily life, or may remain dormant for several 
years, until a critical incident brings them to the fore (Gelder, 1997). An 
example of an assumption may be ‘I am weak’. The consequence of this is the 
generation of Negative Automatic Thoughts (NAT’s), Tm going to get 
attacked’. These thoughts lower mood and create other symptoms of 
depression (behavioural, cognitive and physiological). The client then enters 
into a vicious cycle of lowered mood and an increasing number of negative 
automatic thoughts, maintaining their difficulties. The unhelpful assumptions or 
schema are maintained due to cognitive distortions of every day experience. 
Over-generalising (reaching general conclusions on the basis of one event), 
magnification (over-estimating the importance of an event) and selective 
abstraction (taking only the negative aspects from a situation) are examples of 
cognitive distortions. Such distortions relate to the cognitive triad which forms 
the basis of the depressed person’s thinking; negative thinking about the self, 
current experience and the future (Cave, 1999; Gelder 1997).
The treatment of depression using a CBT approach can be summarised into 
four steps (Beck and Emery, 1985; cited in Cave, 1999). Firstly, 
conceptualisation of the client’s difficulties; looking for negative automatic 
thoughts and distortions which may be maintaining the depressed thinking. 
Secondly, selecting a therapeutic strategy, for example, challenging NAT’s 
(weighing up evidence for and against a thought, or conducting a behavioural 
experiment to test its validity), challenging assumptions (again using evidence 
for and against) or by skills building (enhancing social skills for example). 
Thirdly, choosing a technique, Socratic questioning (asking questions to aid 
revision of assumptions and NAT’s using the clients current knowledge and 
understanding) or symptom monitoring and recording (often given as 
‘homework’). The final step is then to assess the effectiveness of the approach 
for the client. As this approach demonstrates, the basis of CBT is assisting 
the client in recognizing and evaluating distorted thinking and consequent 
dysfunctional behaviour.
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Some of the characteristics of CBT, which are by no means unique to this 
form of therapy, are, however, central to its application. These characteristics 
are: the constantly evolving formulation (which although established early on 
in therapy, is constantly open to revision), active collaboration with the client 
(avoiding purely didactic approaches), focussing on the present, teaching the 
client skills to take away from therapy (to become ‘their own therapist’) and 
being structured, time-limited (typically 8 to 20 sessions) and goal oriented. 
These qualities apply in the treatment of all patients, however the selection of 
appropriate techniques (some of which may be borrowed from other theories, 
for example, the empty chair technique form Gestalt therapy), is flexible 
depending on the client’s presenting needs and characteristics (J. Beck, 
1995).
Evaluation
CBT as described above has increasingly become the treatment of choice for 
depression, particularly in the NHS (DOH, 2001). Considering the positive 
findings from several outcome studies, this is perhaps not surprising. A recent 
review of several meta-analyses by Butler and J. Beck (2000) found that 79% 
of participants receiving Beckian CBT experienced better outcomes than the 
equivalent control groups.
In terms of recurrent depression, the findings for CBT have also been very 
encouraging. The premise is that by learning relevant skills during therapy, 
when an individual experiences another episode of depression, they are able 
to respond appropriately and ‘nip it in the bud’ (Teasdale et al, 2000). Studies 
have found a reduced rate of recurrence in clients who responded to the initial 
phase of treatment as compared to clients who responded to anti-depressant 
medication (see Teasdale et al, 2000; Paykel et al, 1999). The general 
consensus in the literature appears to be that CBT is effective in preventing 
recurrence of depression, containing some ‘prophylactic’ component (Strunk & 
DeRubeis, 2001). To illustrate this, Gortner, Gollan, Dobson and Jacobson 
(1998) found that of the 58% of their sample who initially responded to
Academic: AMH essay 1 5
Beckian CBT, 27% did not have a further episode of depression during the 
two-year follow up period.
This has led to some further developments in CBT. Firstly, CBT with a 
‘continuation phase’ (C-CT), devised by Jarrett et al (2001), whose basis is in 
Beckian CBT, although the weighting of the therapy is more on maintaining 
skills and enhancing coping strategies. Over an eight month period of C-CT, 
the approach significantly reduced the number of subsequent depressive 
episodes when compared to the control condition of non-psychotherapeutic 
monitoring by a clinician. The second development is in the use of 
‘Mindfulness-Based Cognitive Therapy’ (MBCT), a combination of Beckian 
CBT and a stress-reduction program method (Teasdale et al, 2000). This 
approach assumes that once a person experiences an episode of depression, 
following recovery, any future episodes of depressed mood will reactivate old 
patterns of thinking, which may trigger off a new episode of Major Depression. 
In summary, the treatment approach is to train the client to see negative 
thoughts for what they are and allow them to ‘wash over’ them, rather than 
see the thoughts as a true reflection of reality (Mason & FI a rg reaves, 2001). It 
has been found that for clients with recurrent depression (who had 
experienced three or more previous episodes), MBCT reduced the rates of 
recurrence over a 60-week period when compared to a ‘treatment as usual’ 
group.
The National Institute of Mental Flealth Treatment of Depression Collaborative 
Research Program, a major research study, summarised by Roth and Fonagy 
(1996), considered two psychotherapeutic approaches to the treatment of 
depression, one of which was Beckian CBT (the other treatments conditions 
were ‘clinical management’ with an antidepressant or a placebo). The majority 
of participants in the study had had a previous episode of depression and at 
the time of the study had a current diagnosis of depression. CBT produced 
the least change in BDI scores pre to post intervention and had equivalent 
efficacy to placebo when considering the number of symptom free weeks over 
18 months (King, 1998). This disappointing outcome is summarised by King
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(1998, pp.85): “the results provided no evidence that CBT had superior short­
term treatment efficacy to other forms of psychological treatment or indeed to 
placebo”. He further suggests that the quality of the therapeutic alliance 
contributes more to CBT’s success than the application of CBT specific 
components and further, that the therapeutic gains may be more short-lived 
than is widely acknowledged. King also argues that CBT has been given a 
“privileged place.... in the practice and teaching of clinical psychology” 
(pp.87), and that this may be due to it’s qualities of “relative simplicity and 
brevity” (pp.87), which although have merit, are not able to stand up to 
scientific rigour. Such concerns were reflected recently in an exchange of 
articles and letters published in the British Medical Journal, in which a heated 
debate as to the relative merits and efficacy of CBT took place (available at 
http://www.bmj.com).
Although the majority of published CBT efficacy studies do seem to suggest 
that it reduces the recurrence of depressive episodes (Roth & Fonagy, 1996; 
Fennell, 1989), it is worth considering that there may be some aspects to CBT 
which are shared by other therapies not afforded the equivalent status. This 
will be considered further in this discussion.
Cognitive Analytic Therapy
Background and treatment approach
CAT was developed initially by Anthony Ryle, who began his writings at a 
similar time to Beck, in the late 1960’s and early 1970’s (Ryle, 1967; cited in 
Ryle, 1990). Ryle’s orientation at that time was also psychoanalytic; however, 
the requirement for psychotherapies to have defined, specific goals was 
beginning to emerge at this time, as was Ryle’s perception of the growing 
demand for psychotherapy services within the NHS (Ryle, 1990). With the 
initial purpose of structuring the process of the formulation of a client’s 
difficulties, Ryle began to integrate psychoanalytic theory, particularly object 
relations theories, with the use of the repertory grid technique (Kelly, 1955; 
cited in Ryle, 1990).
Academic: AMH essay 1 7
It is acknowledged that the theoretical base of CAT lies within the “integration 
and extension of ideas and methods used in different, conventionally 
opposed, traditions” (Ryle, 2003). The concepts of conflict, object relations, 
transference and counter transference, central to psychoanalytic thinking, are 
inherent in CAT (Ryle 2003). The use of repertory grids and a focus on how 
individuals make sense of their own world, originally ideas from personal 
construct theory, are also used in CAT. The self-monitoring skills taught to 
clients, favoured by cognitive-behavioural approaches are employed and 
further, an information processing model of learning, typical of a cognitive 
approach have been integrated into CAT (Ryle, 2000; Ryle 2003).
The basic underlying construct in CAT is the ‘Procedural Sequence Model’ 
(PSM), or the revised, more complex ‘Procedural Sequence Object Relation 
Model’ (PSORM), which includes relationships with others as a key element 
(Ryle, 2000). This model describes the sequence in which mental and 
behavioural activities are carried out. It is a hierarchical structure, with higher- 
order, intermediate order and lower-order procedures. Effecting change at any 
one level will effect change at the other levels, allowing the effects of therapy 
to be generalised. The sequence operates specifically to achieve one aim; 
therefore an individual will possess several procedural sequences. For 
example a higher-level procedure might be ‘to enjoy my life’, and intermediate 
level procedure, ‘to take care of my health’ and a lower level procedure to be 
‘not to smoke cigarettes’ (Ryle, 1990). The sequence will operate several 
times, each time with feed-forward and feed-back mechanisms, the 
procedures will alter slightly. If, due to ‘traps’ (negative assumptions induce 
action which reinforces the assumptions), ‘dilemmas’ (an individual acts as 
though they have only dichotomised choices without being aware of this) or 
‘snags’ (where aims are abandoned due to the belief that others would oppose 
them or that they are prohibited), the procedural sequence is not modified, the 
individual can experience psychological discomfort (Ryle, 1990).
The CAT approach was not specifically designed to treat depression, however 
it is now applied in several settings, including increasingly in clinical
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psychology in the NHS (Margison, 2000; DOH, 2001) for several 
psychological problems including depression (Ryle, 1990). It is a time-limited 
therapy (usually of 12 to 16 sessions). The first sessions are spent gathering 
information; using clinical interview and administration of The Psychotherapy 
File’, which encourages the client to monitor their symptoms, and explains 
concepts such as those mentioned above. At the fourth session the client is 
presented with a written reformulation of their problems describing how their 
life has brought them to the current point. This is often written as a letter from 
the therapist to the client and acknowledges the nature of the client’s 
relationship with themselves and with others. Also presented is a ‘Sequential 
Diagrammatic Reformulation’ which is in many ways a summary of the letter 
and centres on the client’s reciprocal roles (reciprocal roles are 
conceptualised within the PSORM as all interpersonal interactions which by 
their nature involve prediction as to the other person’s response). Also at the 
fourth session, the agenda is set for the remainder of the therapy, through the 
production of a list, of ‘Target Problems’ (for example, “never really enjoying 
anything”, Ryle, 1995a, pp.29) and ‘Target Problem Procedures’ (TPPs). The 
TPPs list outlines the areas for work, through a description of which 
procedures from a particular PSORM are operating in a maladaptive fashion. 
The establishment of TPPs incorporates consideration of possible 
transference and counter transference issues that may arise in the therapeutic 
relationship. For example, if it is observed that the client frequently encounters 
‘snags’, this may occur in therapy if the client abandons a particular role, due 
to their perception that their therapist may condemn this role. Diary keeping is 
then required to monitor the occurrence of TPPs in daily life, which can then 
be brought into sessions. At the end of every session, progress on the TPPs is 
monitored (Ryle, 1990).
The particular techniques used in therapy are not restricted to those 
mentioned, essentially:
....patients’ and therapists’ imaginations and skills are not restricted in
the CAT model, as long as what is done and experienced is discussed
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in relation to the agreed problems defined by the TPPs (Ryle, 1990,
pp.13).
The reformulation occurring in the fourth session is essential in 
establishing the basis for the client to learn how to identify and modify 
previously automatic and maladaptive procedures (Ryle, 1990). Through the 
therapeutic relationship, new experiences can be offered to the client that may 
assist revision of their TPPs (Ryle, 1995a).
The ending of the therapy is something that is given attention throughout the 
therapeutic process, in order that any feelings the client may have about 
endings be addressed early on. Finally, the therapist and the client may write 
a ‘goodbye letter’ which summarises what has been achieved in the therapy 
and what has yet to be worked on for the client.
Evaluation
Although CAT was not initially conceptualised as a specific treatment for 
depression, as it is now being used in psychological services in the NHS 
(Margison, 2000) it’s scope is widening and it’s effectiveness in the treatment 
of depression has begun to be evaluated. Brockman, Poynton, Ryle and 
Watson (1987; cited in Glass, Arnkoff & Rodriguez, 1998) found that 12 
sessions of CAT, significantly improved their participant’s self-reported levels 
of depression. Further, the same study found that participants “exhibited 
significantly greater cognitive change” (Glass et al, 1998, pp. 199). This finding 
invites the prospect that such cognitive change may preclude the development 
of subsequent episodes of depression. However, this effect is far from fully 
understood and cannot be assumed (King, 1998).
It is fundamental in CAT that the client learns skills and gains a new 
understanding of their difficulties that they carry over into the rest of their life. It 
is therefore hoped that “the changes achieved in therapy are stable” (Ryle, 
1990, pp. 14). However, it is acknowledged that the client may not be able to 
extend what they have learnt to new circumstances, and therefore follow-up at
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two or three months post-therapy is recommended, at which point further 
sessions may be needed (Ryle, 1990).
The incorporation of some of the works of Vygotsky into CAT has proposed a 
way of viewing CAT that may further indicate prevention of recurrence. The 
notion is that the therapist is guiding the client in learning and that ultimately, 
what is ‘taught’ will be taken on board and internalised by the client to use in 
their daily lives. This indicates that ‘long-lasting’ changes may be instigated 
(Ryle, 1995b). Further, the theoretical basis for CAT, effecting change at a 
particular level of the PSORM, which is then generalised to other higher and 
lower order procedures, indicates that the client may ultimately be learning 
more effective entire procedures (Marzillier and Butler, 1995).
There have been several studies showing the effectiveness of a CAT 
approach in various different settings and for differing psychological problems 
(Ryle, 1995b; Ryle, 2003). However, the majority of studies conducted into the 
effectiveness of CAT have been small-scale, uncontrolled trials (Margison, 
2000); however, current requirements in NHS research are for multi-centre, 
randomised controlled trials (RCTs) that can demonstrate efficacy. Indeed, the 
emergence of new psychotherapeutic approaches has been conceptualised to 
occur in three phases (Salkovskis, 1995; cited in Margison, 2000). The first 
phase involves testing the approach through case studies and small 
uncontrolled studies, concurrent with the development of the model. This has 
been achieved in CAT. Secondly, a small number of RCTs rigorously asses 
the approach and its efficacy. Finally, having become established, the 
approach is generalised to other settings and populations.
It has been argued that CAT has bypassed the second phase of this 
developmental model, leading to the consequent dearth of RCTs. It has 
therefore been recommended that research on CAT, regress one stage and 
conduct RCTs in order to demonstrate efficacy (Margison, 2000). This 
appears to be the reasoning behind planned future studies in the area (Ryle 
2003). The validity of this approach, however, must be considered.
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Efficacy and effectiveness
In comparing differing therapies, there is a difference between efficacy and 
effectiveness. To quote Seligman (1995, pp.966):
I no longer believe that efficacy studies are the only, or even the best, 
way of finding out what treatments actually work in the field. I have 
come to believe that the ‘effectiveness’ study of how patients fare 
under the actual conditions of treatment in the field, can yield useful 
and credible ‘empirical validation’ of psychotherapy.
The preference of different clients for different treatment approaches is a 
factor that is rarely considered in research into the outcome of therapy (King,
1998). However, in a recent DOH document it is cited that “Patient preference 
should inform treatment choice” (2001, pp.2). In RCT’s such factors are not 
able to be considered due to the very nature of the design. A shift towards the 
consideration of which factors clients consider important, for example 
symptom relief, rather than the other potential outcomes of therapy; the 
development of insight or cognitive change (King, 1998), may provide us with 
a more fruitful set of outcome studies and clients who are able to select which 
therapy they would prefer given a relevant evidence base for their decision.
It has been found that when client suitability for various forms of 
psychotherapy is considered as a factor, clients whose characteristics more 
closely matched to the therapy type were less likely to drop out of therapy 
(Glass et al, 1998). The issue of client characteristics has further meaning 
when it is considered that one particular study found that such characteristics 
portrayed within a session were “far more important correlates of outcome 
than treatment type” (Ablon & Jones, 2002, pp.782). Perhaps a shift in focus 
may be beneficial in efficacy studies, towards an analysis of what is involved 
in the change process overall, including consideration of client factors, rather 
than the comparison of specific approaches (Ablon & Jones, 2002).
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Theoretical convergence
In studies comparing different psychotherapeutic approaches, there is the 
difficulty of the ‘equivalence paradox’, where despite different approaches and 
procedures, differing psychotherapies can produce very similar outcomes 
(Elliott, Stiles & Shapiro, 1993; cited in Albeniz &Holmes, 1996). This 
phenomenon has been observed specifically in relation to the treatment of 
depression (Wampold, 2002). This may be due to such factors as the 
therapeutic alliance (the ‘bond’ between therapist and client that allows 
productive work to be carried out), the instillation of hope or the imposition of a 
framework upon previously un-structured areas of difficulty. These factors are 
shared by many psychotherapies and have been shown to be vital qualities if 
therapy is to ‘work’ (Albeniz & Holmes, 1996). In outcome studies it is 
assumed that when a client improves after receiving a particular therapy, it is 
the specific ‘ingredients’ in that therapy that was responsible for the change. 
However; it has been found that there can be a great deal of overlap between 
different approaches. Indeed, cited ‘non-specific’ effects in therapy may 
actually be specific, shared processes. Clinicians who use different 
perspectives may actually be using different terminology to describe the same 
processes (Ablon & Jones, 2002).
It has been suggested that the concept of the PSORM in CAT can apply a 
cognitive framework to the understanding of how differing approaches can 
produce change (Ryle, 1984). If differing psychotherapeutic approaches affect 
change at different levels of the PSORM, and these changes are then 
incorporated into the rest of the procedural sequence, resolution of the 
difficulty could occur (Albeniz & Holmes, 1996; Ryle 1996). For example, one 
approach would look at an individuals overall life plan (a higher order 
procedure) another may consider a specific once-occurring event (a lower 
order procedure). Again, if the premise of the PSORM is to be incorporated, 
this would indicate that change would then be generalised to the other levels 
of the PSORM (Ryle, 1984).
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A similar concept has been proposed by Stiles, Barkham & Shapiro (1992; 
cited in Albeniz & Holmes, 1996), an ‘assimilation model' where again different 
therapeutic techniques and approaches affect change at a particular stage of 
therapy (the proposed stages occur over the duration of a course of therapy, 
ultimately leading to problem resolution). Therefore, perhaps it is possible that 
differing theoretical approaches are operating on the same hierarchical 
process that guides our action, albeit at different levels.
In terms of routine clinical practice it has been suggested by Albeniz & Holmes 
(1996) that a degree of theoretical flexibility is valuable; however a degree of 
adherence to a specific model is also recommended. At a theoretical level, 
dialogue between the differing theories is deemed to be of value, but to be 
aware that a certain amount of overlap between theories is inevitable, as 
essentially, “they are all approximate models of the same phenomenon: the 
human mind in distress” (Fonagy 1995; cited in Albeniz & Holmes, 1996, 
pp.569).
Summary and conclusions
In this discussion, the underlying theories and specific approaches in the 
treatment of recurrent depression have been considered for two approaches, 
CBT and CAT. Although both interventions have evidence supporting their 
efficacy, this type of evidence is certainly weighted (not least in volume) 
towards CBT. Even though CAT is in many ways now attempting to ‘catch up’, 
with new RCTs planned, it has been brought into question whether ‘efficacy’ is 
a meaningful concept in routine clinical practice, or whether there are other 
more relevant issues.
It is possible that the different language used in CAT and CBT perhaps 
disguises some of the common ground. Is Beck’s conceptualisation of an 
assumption part of Ryle’s PSORM? To take the example of the therapeutic 
alliance, although CAT may appear to place more emphasis on this alliance 
than CBT, it is still a vital part of the change process in CBT; it is perhaps that 
the emphasis is different (Marzillier & Butler, 1995).
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The key factor when considering differing treatment approaches for recurrent 
depression could be differences in emphasis. The choice of therapeutic 
strategy therefore, may have to be more reliant on matching with client 
characteristics depending on particular emphases than on which treatment is 
the most ‘efficacious’. Rather than deeming some treatments to be ‘evidence- 
based’ and others not, it may be more fruitful to link the person to the 
appropriate therapeutic approach (King, 1998).
It is not suggested that all therapies should blend together, using a common 
ground, rather that increased communication between approaches should 
occur. The theoretical basis for each approach discussed here, as with many 
other approaches, is based on the development of ideas put into practice, 
feeding back into the further development of the paradigm. These processes 
allow theories to become more elaborate and of increasing value in alleviating 
distress. These processes will no doubt continue on a partially divergent 
course, although as CBT and CAT increasingly appeal to practice in the NHS, 
appropriate application may improve the position of psychotherapeutic 
approaches in general with the aim of significantly reducing the recurrence of 
depressive episodes and with it, the inevitable distress.
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People with Learning Disabilities Essay
Parenting skills can be assessed and taught to people with 
learning disabilities. Discuss.
August 2003 
Year 1
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Introduction
This discussion of the assessment and teaching of parenting skills to people 
with learning disabilities'' will firstly consider some definitions and analysis of 
the relevant concepts. The assessment of parenting skills will be covered, with 
a focus on some specific tools and procedures. Subsequently, the nature of 
teaching approaches will be outlined, incorporating an analysis as to the 
effectiveness of such approaches. Finally, some concerns surrounding the 
topic as a whole will be raised, including some suggestions for future areas of 
interest and work to be done. The discussion will focus on parenting skills and 
factors impinging on such skills, rather than a broader consideration of 
parenting in general, including concepts such as attachment.
Definitions and background
The definition of a learning disability provided by a working group convened by 
the British Psychological Society states three core criteria. Firstly a “significant 
impairment of intellectual functioning” (pp.4), which is usually determined by 
psychometric assessment, the consensus being an Intelligence Quotient (IQ) 
of 69 or below indicates such significant impairment. Secondly, “significant 
impairment of adaptive/social functioning” (pp.4), indicating that “the individual 
requires significant assistance to provide for his/her own survival, and/or with 
his/her social/community adaptation” (pp.6). These impairments can be 
separately subdivided into ‘significant’ and ‘severe’, based on IQ and level of 
input required for adaptive/social functioning. The final criterion is the age of 
onset of such impairments (before the age of 18) (Professional Affairs Board 
of the British Psychological Society, 2000). This definition is that used by 
British clinical psychologists working with adults with learning disabilities and 
for this reason will be the definition used here.
It cannot be assumed, however, that all adults who could be defined as 
learning disabled using the above criteria are in receipt of services. Moreover, 
whether such adults are known to the services when they plan to, or become
 ^ The term ‘learning disability’ Is to be used In this discussion, although some authors use 
other terms synonymous In meaning, for example, ‘learning difficulty’ or ‘Intellectual disability’.
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parents. Findings suggest that increasingly, people with learning disabilities 
wish to become parents and that learning disability services may not be aware 
of them (McGaw, 1996). It has been estimated that there are 250,000 parents 
with either a learning disability as defined above or are on the ‘borderline’ 
(defined as an IQ of between 70 and 85) (McGaw, 1996). Many parents with 
learning disabilities live independently of learning disability services in the 
community, although may come into contact with such services at some point. 
This process of awareness will be discussed later.
Firstly, it is important to determine what is meant when services deem parents 
to be unable to cope, when they are not meeting criteria which society 
considers to be ‘adequate parenting’. Although there is no clear definition of 
‘adequate parenting’ used by all services or indeed in all research studies 
(Dowdney & Skuse, 1993), it is certain that parenting involves certain 
responsibilities and skills needed in order to raise a child satisfactorily. 
Feldman (1994; pp.300) uses the definition of “provision of a safe, healthy, 
nurturing and stimulating environment”. Sheerin (1998) further includes the 
concept of decision-making and cites Hayman’s (1990) legal work in the 
United States to expand the concept of a stimulating environment to specify 
an emotionally nurturing environment that “promotes the intellectual growth of 
the child” (Sheerin, 1998; pp.127).
The Children Act (1989) refers to a child’s physical, emotional and educational 
needs, and to the court’s powers to determine whether each of the child’s 
parents are meeting those needs. A recent document produced for all health 
and social care services sets out procedures for staff to follow if they have 
concerns that a child is being abused or neglected (Department of Health, 
2003). Although no specific reference is made to children whose parents have 
learning disabilities, the overarching philosophy of this and other recent child 
protection documents (Lord Laming, 2003) are that the needs of the child are 
paramount. This concept should be held in mind when considering the 
parenting ability of any individual in society, including parents with learning 
disabilities.
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Historical and current approaches
In the past people with learning disabilities were prevented from having 
children. There were fears that people with learning disabilities were more 
fertile and would produce an increasing number of children also with learning 
disabilities, burdening society (Gath, 1996). Recent evidence suggests that 
although there is a higher incidence of learning disabilities in the children of 
people with learning disabilities, it is certainly not correct to state that all 
children will be learning disabled (Sheerin, 1998). People with learning 
disabilities were either compulsorily sterilised or institutionalised (Dowdney & 
Skuse, 1993) until the 1970’s when the principles of ‘normalisation’ were first 
brought into practice (Sheerin, 1998). These principles are reflected in current 
thinking about people with learning disabilities becoming parents.
This current thinking is summarised in the government’s document ‘Valuing 
People’ (Department of Health, 2001). In principle, the document states that 
“People with learning disabilities can be good parents and provide their 
children with a good start in life, but may require considerable help to do so”
(pp.81).
Although compulsory sterilisation is no longer routine practice, people with 
learning disabilities still face several obstacles to being able to carry out the 
parenting role (Edmonds, 2000). This discussion will cover some of those 
obstacles. Firstly, the assessment of parenting skills in adults with learning 
disabilities will be considered.
Assessment of parenting
The assessment process commences once a child’s needs as described 
above are not being met and this brings the child and their parents within the 
focus of services. Often services become aware of parents with learning 
disabilities when the parent(s) experience such difficulties either immediately 
in hospital or soon after, or when a crisis (for example physical abuse or 
developmental delay) occurs at some point and without outside support from 
an extended family, services become involved (McGaw, 1996). It must be
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noted at this point that such parents who have often been “stigmatised and 
separated from mainstream services in the past” (McGaw, 1996; pp.22) find 
this process difficult in itself, as an admission of not being able to cope, 
creating fears that their child(ren) may be removed from them (McGaw, 1996; 
O'Hara, 2003). It is often social services’ child and family teams that become 
involved, or those within the education system (Woodhouse, 2001). As 
Woodhouse (2001; pp.129) points out, “professional agendas can be 
divergent and sometimes contradictory, and knowledge about the work of 
other professionals is often limited”. Although several agencies may be
involved with parents with learning disabilities and their families, this
discussion will centre on the role of professionals within learning disability 
teams. Such teams may have a particular group of interested professionals 
who work with parents with learning disabilities, or referrals may come 
specifically to individual professionals, e.g. nursing or clinical psychology 
depending on the particular needs of the clients. This discussion will focus on 
the role of clinical psychologists.
It has been found that the main questions being asked of the person 
conducting the assessment refer to a parent’s ability and motivation to learn 
new skills, their potential to generalise these skills and their ability to keep up 
with their child’s changing needs as they develop (McGaw, 1996). As has 
already been established, the concept of ‘adequate parenting’ is difficult to
define. It is essential that services and their clients have a common
understanding of what criteria they are being assessed by.
In a 1993 review, Dowdney and Skuse considered the research base on 
assessing parenting skills and divided the studies into three categories. Firstly 
there were studies that used global assessments of parenting. Such studies 
considered the health and physical appearance of the child and whether 
outside agency support was being received. The second category was those 
using observations of parenting skills, frequently focussing on child-parent 
interaction. The third category was concerned with whether parents with a 
learning disability are more likely to abuse or neglect their children.
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Consideration of child development as a marker of successful parenting has 
often been the focus of assessments (Dowdney & Skuse, 1993; Booth & 
Booth, 2000) and remains an important consideration. There have been mixed 
findings as to the incidence of learning disabilities in the children of parents 
who themselves have a learning disability. It is important to consider the 
genetic transmission of particular syndromes. Depending on differing research 
methodologies, figures of between 15 and 30% of children born to parents 
with a learning disability have been found to have a learning disability 
themselves (Dowdney & Skuse, 1993). However, this would indicate that the 
majority of children do not have a learning disability. This has been reflected in 
other studies (Booth & Booth, 2000; Reed & Reed, 1965; cited in McGaw & 
Sturmey, 1993).
As this discussion is centred on a clinical psychologist’s role in assessment, it 
should be considered that formal tests of intelligence are requested by other 
agencies (McGaw, 1998). However, in recent years the approach to 
assessment from a clinical psychologist’s perspective has changed. Although 
several of the factors previously mentioned are still relevant, a more global 
view is now taken. This approach is typified by McGaw’s work on developing a 
model of parental skills and an assessment tool.
Parental Skills Model
McGaw and Sturmey (1994) have proposed the Parental Skills Model (PSM) 
on which psychological assessments of parenting can be based. This model 
covers four specific areas, firstly, child care and development, which is central 
to the assessment as it is “the primary indicator of good-enough parenting” 
(pp.3). The remaining three areas for assessment in the PSM proposed by 
McGaw and Sturmey are ‘secondary indicators’ of parental competence. They 
are “the parents’ life skills, family history and support and resources available 
to them” (McGaw, 1994; pp.4).
Each indicator will now be further defined. Child care skills constitute the 
“physical care, affection, security, responsibility, guidance and control of the
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child, stimulation and independence” (pp.6). Such skills have been taught to 
parents in the teaching and intervention programmes which will be discussed 
later. Deficits in the area of child care skills can have far-reaching 
consequences, as such skills ensure the health and welfare of the child(ren). 
Child development is assessed through the child’s adaptive behaviour (motor, 
social cognitive and language skills). Specific psychometric tests are used in 
this sphere, for example, the Bayley Scales of Infant Development (Bayley, 
1969; cited in McGaw & Sturmey, 1994). Parent’s life skills constitute general 
skills such as language, decision-making and social skills, and their ability to 
acquire the necessary resources from outside the home (McGaw, 1997). 
Although not specifically related to parental competence, these skills affect the 
parent’s general ability to manage their and their child(ren)’s lives. Such skills 
are often measured through use of psychometric testing; through formal IQ 
testing, adaptive behaviour checklists and the application of checklists to 
assess home safety. Family history data is collected regarding the parent’s 
own experiences of childhood, in order to gauge their exposure to appropriate 
child-rearing procedures and knowledge of child care skills. Parental support 
factors are deemed to be support from the extended family and professional 
teams and support agencies (McGaw & Sturmey, 1994; McGaw, 1998).
This assessment procedure should have concern for the ability level of the 
parent(s) being assessed and use materials such as pictures and videos to 
assist the parent in their understanding. It is also essential to consider that 
even if parents possess adequate skills, this may not necessarily transfer into 
every-day practice, therefore direct observation of the family has been found 
to be beneficial (McGaw, 1997).
The above model and approach has been translated into a specific 
assessment tool. The Parent Assessment Manual (McGaw, Beckley, 
Connolly, & Ball, 1998) was designed to be used by differing professionals 
from different agencies, each with a potential different focus and has three 
sections. The first section obtains descriptions of presenting problems from 
the referrer and the parents and a plan of action is formulated from this in
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order to safeguard the child(ren)’s safety. The second section considers the 
parenting in detail using the PAM framework. The parent’s knowledge and 
skills and their ability to apply them are the focus of this part of the 
assessment. The third section provides a profile of parenting including a risk 
assessment, the domains in which problems exist are identified along with the 
nature of the problems (knowledge, skills or their application) and the level of 
urgency required for intervention (McGaw et al., 1998). Strengths as well as 
needs are the focus. The tool has been piloted (McGaw et al., 1998), 
however, there has been no formal assessment of its validity or reliability.
General factors influencing parenting
Aside from a consideration of specific assessment approaches, a number of 
more general factors have been found to have an influence on an adult with 
learning disabilities’ ability to parent.
Firstly, no direct link has been found between IQ and parenting ability 
(McGaw, 1998), i.e. it is not sufficient to say that parental ability increases with 
a higher IQ score, however, parents with an IQ of below 60 have been found 
to experience greater difficulties (McGaw, 1998; Dowdney & Skuse, 1993).
The characteristics of the child have been found to affect the demands placed 
on the parent. Accardo and Whitman (1990) found that as children pass the 
pre-school stage they place greater demands on their parents. Further, the 
child’s temperament may have an impact on the parents and their ability to 
parent (McGaw & Sturmey, 1993). Booth and Booth (2000; pp. 12) quote 
Rutter (1974) who states that parents “help to shape their children’s 
development but also children shape their parent’s behaviour”.
The number of children in the family has been found to have an effect on the 
parent’s ability to cope. The majority of the evidence suggests that those 
parents who have more than two children experience greater difficulties 
(Dowdney & Skuse, 1993).
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The parent’s own mental and physical health must also be considered, as 
such factors can impinge on their ability to parent effectively, as with any 
parents. Problems such as the presence of a physical illness, anxiety or 
depression should be screened for as a part of any assessment (McGaw & 
Sturmey, 1993; McGaw & Sturmey, 1994).
People with learning disabilities may have grown up in un-stimulating 
environments, possibly in long-term, institutionalised care. They may have 
experienced neglect and abuse in their own childhoods, or at least not had the 
most positive experiences of childhood on which to base their own actions 
(Dowdney & Skuse, 1993; Edmonds, 2000).
The issues mentioned here do not form an exhaustive list of the factors likely 
to affect an adult with learning disabilities ability to parent. There are a number 
of factors discussed in the literature that are due to many parents with learning 
disabilities living in poor socio-economic conditions and, therefore, facing the 
same problems non-learning disabled parents face in such circumstances, for 
example, poverty and lack of access to community resources (Booth & Booth, 
1995; Edmonds, 2000). However, consideration of the above factors enables 
a broader view of the difficulties parents with learning disabilities face and will 
also impact upon the success of teaching programmes offered to ameliorate 
any identified difficulties from the assessment process.
Teaching parenting skiils
The result of the assessment procedure should be the production of a pattern 
of strengths and needs for the parents in their ability to care for their 
child(ren). This pattern will then guide the intervention offered. However, 
before specific interventions are considered, some factors pertinent to this 
discussion will be highlighted.
It has already been established that the assessment and intervention process 
for parents with learning disabilities will be affected by the point at which they
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come to the attention of services. This can be further examined in terms of 
interventions offered to families.
Interventions can be categorised into four levels. Firstly, ‘universal 
interventions’ which are ongoing teaching programmes of parenting skills, 
provided at training centres or colleges, thus reaching adults prior to them 
becoming parents. Such early intervention has been found to be successful 
(McGaw, 1996). The second level is intervention when some early risks have 
been identified, referrals for this level of input are often from health visitors. 
The third level occurs when the child(ren) are at a significant risk and are on 
the protection register, referrals at this level often come from social services. 
At this point parents may be involved in case-conference proceedings and are 
concerned that their child(ren) may be removed from them. The final level 
occurs when harm has already come to the child(ren), interventions at this 
point rarely succeed as parents may already have a mistrust of services, and 
may have had other children removed from them (McGaw, 1996).
Expected outcome o f teaching
The expected outcome of teaching programmes must be determined in 
advance, in order to know when the goals have been reached. Often, there 
has been an assumption that an intervention should aim to ensure totally 
independent functioning for the parents. Whilst some parents will require a 
period of intervention, following which they will be able to function 
independently, some families will continue to require input, albeit at a reduced 
level for a considerable amount of time. For a smaller group of parents who, 
despite intervention, are unable to build or maintain their skills, removal of the 
child(ren) from the family is necessary (McGaw, 1996). Some families require 
teaching away from their every day circumstances in order to be able to use it 
effectively, whilst for others the teaching occurs within their home environment 
(McGaw, 1996; Feldman, 1994).
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Interventions
In the consideration of parenting skills teaching programmes, some 
researchers have classified such work into either ‘competence promoting’ or 
‘competence inhibiting’ approaches. Competence promoting approaches 
“allow parents to feel more in control and encourages them to handle their 
problems, make decisions and develop their skills” (Green & Vetere, 2002; 
pp.9). In contrast, competence inhibiting approaches are “demotivating, crisis- 
orientated, unresponsive to parent’s views and largely based on the 
assumption that the parent cannot cope” (Green & Vetere, 2002; pp.9). It has 
been found that as parents with learning disabilities are often seen as being in 
receipt of ‘support’, there is a focus on their shortfalls and the implication that 
the trainer is the knowledgeable expert imparting knowledge to a less 
competent individual (Green & Vetere, 2002). It is important to consider such 
beliefs and approaches before beginning to work with parents requiring skills- 
building interventions.
Prior to the early 1980’s there were few studies that considered the 
effectiveness of training programmes for parents with learning disabilities 
(Feldman, 1994). In 1994, Feldman conducted a review of studies considering 
the effectiveness of such programmes. Of the 16 studies he reviewed that 
provided adequate data, he found that 96% of the parents improved in one or 
more skills area. He also found that following their parent’s training in 
parenting skills, the children had significantly improved cognitive abilities. The 
main areas of skills teaching employed in the studies he reviewed were: basic 
child-care, nutrition, home safety and emergencies, stimulating interactions 
and child behaviour management. Techniques used for teaching the skills 
included; didactic instruction in a minority of studies, behavioural techniques 
and visual stimuli, as is common among interventions for skills-based 
programmes outside of the parenting remit (Feldman, 1994). Feldman 
concluded that best practice in teaching parenting skills should “utilise 
modelling, practice, feedback and praise” (pp.327), should be performance 
based rather than knowledge based and that the training is best conducted 
within the parent’s home. He also recommends that training programmes.
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especially for parents of older children should consider “positive-based child 
behaviour management... noncorporal discipline and cognitive stimulation” 
(pp.329).
McGaw reflects these findings in her 1996 review, which highlights that 
personalised teaching (of skills such as nutrition, household management and 
parenting skills), using techniques such as task-analysis, modelling, guided 
practice and repetition at the parent’s home have been found to be in the most 
beneficial approaches.
Self instructional training is a form of intervention which is directed more by 
the parent themselves and is also more cost effective, requiring less input 
from professionals (Feldman, 1994). Further, the materials required for such 
an intervention can remain with the parents and be used for future reference, 
increasing the possibility of maintenance and generalisation of the skills. A 
further possible outcome with the increase in skills gained by the parent is an 
increase in their self-esteem and confidence at being able to initiate this 
process themselves (Feldman, Ducharme, & Case, 1999). One particular 
intervention using this approach gave parents illustrated books and 
audiotapes demonstrating child-care skills and then observed the parent’s 
performance of the skills before and after the intervention. The programmes 
were tailored to the parent’s needs. It was found that 9 out of 10 parents in the 
study showed an improvement in their skills. The skills being taught were in 
the areas of safety, handling emergencies, hygiene, feeding and interactions 
(Feldman et al., 1999).
Other factors affecting teaching programmes
Consideration must be given to factors which will affect the parent’s ability to 
be able to make use of teaching programmes. Such factors may be the 
parent’s ability level, the developmental age of the child, the family 
environment (stability of relationships) and whether removal of the child from 
the family is imminent (Dowdney & Skuse, 1993; Feldman, 1994). Further, 
regular, intensive training with a consistent staff team has been found to be
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more effective than that provided by agency staff or a team with varying 
members (Booth & Booth, 1994).
The maintenance and generalisation of skills learnt by parents has been found 
to be a key concern, as many parents have found it difficult to apply the skills 
they have learnt in new situations or in response to their child’s changing 
needs (Dowdney & Skuse, 1993; Sheerin, 1998). In Feldman’s 1994 review of 
effectiveness studies, he found that 14 of the 19 parents involved made 
generalisations with the skills they had learnt, but in only 21% of the skills. It 
has been noted that skill-teaching programmes should focus on the 
generalisation and maintenance of skills over time, providing long-term 
support and not relying on one-off interventions to provide parents with skills 
for life (McGaw & Sturmey, 1994).
The timing of assessment and intervention has been found to be an essential 
factor in ensuring positive outcomes. Intervention before the child is aged 
three has been quoted as a crucial time, as this is the time when there is the 
most risk of developmental delay if one or both of their parents has a learning 
disability (Martin, Ramey and Ramey, 1990; cited in McGaw & Sturmey, 
1994). Also to be considered is that interventions are typically better received 
during pregnancy or early in the child’s life, rather than waiting until a later 
crisis occurs and statutory agencies become involved in child-protection 
procedures (McGaw, 1997).
A final consideration is that services are in a position of power over people 
with learning disabilities, with the power to remove children from the family if 
necessary. The influence of the imbalance of power should be held in mind 
when working with parents with learning disabilities and in how services deal 
with setbacks in teaching programmes. Green and Vetere (2002; pp.9) state 
that;
A parent’s perceived failure to improve his or her parenting 
practices is then used as evidence of an inability or unwillingness 
to change or respond to feedback.
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Services have the difficult balance to strike of trying to avoid this type of 
judgement coupled with serving the best interest of the child(ren) involved.
Reviewing the literature of the teaching of various parenting skills to people 
with learning disabilities leads to an overall conclusion that if delivered in an 
appropriate manner, led by the needs of the individual families, parents with 
learning disabilities are able to become ‘adequate’  ^ parents (Woodhouse, 
2001 ; Dowdney & Skuse, 1993).
Implications for practice and future work
A review of the literature surrounding the assessment and teaching of 
parenting skills to people with learning disabilities highlights some issues 
which merit further consideration and possible future research.
This discussion of assessment and teaching of parenting skills could equally 
apply to men or women with learning disabilities who become parents. 
However, on closer examination a great deal of the research focuses on the 
assessment and teaching of women. This possibly reflects the referral pattern, 
one study found that in a single clinical psychology department, 82.6% of their 
referrals to consider parenting issues were for women (Woodhouse, 2001). 
The traditional view within services is that men hold an exploitative role and 
are responsible for abuse and trauma within these families (Booth, 2002). 
Further, fathers with learning disabilities are often not in receipt of services 
unless their partner also has a learning disability (O'Hara, 2003). Recent 
research by Booth and Booth (2002) has found that less than a quarter of the 
men interviewed in their studies were abusive, the majority being supportive of 
the women in their lives, bringing knowledge and skills. Further, they suggest 
that the current low level of support for men from services is not a helpful way 
forward.
the meaning of this term has been addressed earlier in this discussion
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Also given little attention is the role of cultural factors. In their study, O'Hara 
and Martin (2003) consider cultural perspectives on parents with learning 
disabilities and found that there was often an assumption by services that 
extended family support was available to the Bangladeshi mothers in their 
study. This is not only presumptive but if such support is available, is it of the 
‘competence inhibiting’ rather than ‘competence promoting’ type? (O’Hara & 
Martin, 2003).
The impact of social support has been found to be extremely valuable to 
people with learning disabilities (McGaw, 1996; McGaw, 1998). Often informal 
support is obtained by parents from the non-learning disabled population, 
however such sources of support are frequently not available to people with 
learning disabilities who can be socially isolated (Woodhouse, 2001). This is 
perhaps an area which services can encompass, defining professional's roles, 
highlighting those whose role it is to work purely in a supportive role or as an 
advocate and those who have a different role, perhaps purely as an assessor 
of skills. This may avoid situations where professionals who were involved 
with the removal of children from a family then become involved with the 
teaching of skills to parents for their remaining child(ren).
This leads to consideration of the roles of different professionals and different 
services. It has already been established that the needs and goals of services 
can be at odds, however, multi-agency working has been proposed as a more 
efficacious way of working for the future (McGaw, 1997). The Government’s 
white paper ‘Valuing People’ (Department of Health, 2001) recommends 
increased co-operation between those teams concerned with the welfare of 
the child and those concerned with the welfare of the parent. This may be in 
the form of specialist centres, however, due to resource implications this is not 
a realistic option for the majority of the UK. Therefore, local-based teams who 
will receive referrals for parents with learning disabilities may have to work in a 
consultancy role, providing information to other statutory agencies who may 
not have as much knowledge about working with people with learning 
disabilities (Woodhouse, 2001).
Academic: PLD essay 4 5
There is a potential need for a national policy or strategy document and/or 
local guidelines in order to provide guidance to services who feel unable to 
fully meet their client’s needs through either not knowing the best approach to 
take, or fearing the consequences of inappropriate actions (McGaw, 1998).
Role o f clinical psvcholoav
Clinical psychologists are well-placed to offer interventions to parents with 
learning disabilities. These interventions take the form of those discussed 
previously, or perhaps with more focus on supporting parent-child interactions 
with a view to reducing the possibility of childhood cognitive deficits. Clinical 
psychologists are also involved in consulting with other professionals to guide 
and support their work. There is also scope for working with parents who are 
bereaved at the loss of their children, if the children are ultimately removed 
from the family (Woodhouse, 2001 ).
Summary and conclusions
This discussion of assessing and teaching parenting skills to people with 
learning disabilities has considered how people come into services, how they 
are assessed and some of the factors affecting their knowledge and skills. 
Looking at the teaching of skills has allowed reflection on what constitutes a 
satisfactory outcome, which interventions have been found to be effective and 
which issues should be held in mind when planning interventions. The 
conclusion reached is that many parents with learning disabilities, following a 
thorough and appropriately structured assessment, can be taught relevant 
parenting skills which will have a positive impact on their and their children’s 
lives. Although this can be applied to many people with learning disabilities, 
not all parents are able to provide for their children’s changing needs and 
removal of the children is the outcome for these families. It is worth asking 
however, whether children who are removed from their families are actually 
‘better off’ than if they had remained with their families in receipt of intensive 
support from services (Green & Vetere, 2002; McGaw, 1996).
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The parenting role is one which is highly valued in our society (Woodhouse, 
2001) and which may assist a person with a learning disability who has faced 
labels and an undervalued role in our society throughout their life, experience 
such a valued role for the first time (Young, Young, & Ford, 1997). Parenting 
is “an expression of ordinariness. It provides people with an identity that is not 
a function of their learning difficulties, and experiences that do not set them 
apart” (Booth & Booth, 1995). Clinicians need to be mindful of their own 
feelings and values when working with parents with learning disabilities and 
perhaps there is a need for a move away from a model of inadequate 
parenting, of deficits, towards a model which encompasses the strengths 
individual families possess and of building on and generalising these 
strengths.
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Introduction
This consideration of developmental and psychological theories of Asperger’s 
syndrome (AS) and the current thinking with regard to assessment and 
intervention will begin with a discussion of the definition of this syndrome and 
the difficulties surrounding such a definition. Next, some of the developmental 
and psychological theories put forward to explain AS will be considered. 
Subsequent sections will address assessment and intervention approaches 
respectively. Finally, conclusions will be drawn and implications for the future 
considered.
Definitions and background
Hans Asperger first described the syndrome which was to subsequently take 
his name, in 1944. His work was published one year after Kanner’s (1943) 
work on autism, although Asperger’s work was not widely recognised until its 
translation into English by Frith in 1991. Wing’s work in 1981 began the recent 
recognition of a syndrome of which there are now four main diagnostic criteria 
(Attwood, 1998). The criteria formulated by Gillberg and Gillberg (1989) reflect 
Asperger’s original work and have six components. First, social impairment, 
incorporating a inability or lack of desire to interact with peers and socially and 
emotionally inappropriate behaviour, second, narrow interest; a particular 
interest in a subject to the exclusion of all others and third, repetitive routines. 
Speech and language peculiarities comprise the fourth component, including 
the use of pedantic, formal language, unusual tone of speech and 
misinterpretation of literal or implied meanings. Non-verbal communication 
problems including unusual or limited facial expressions and limited use of 
gesture and finally motor clumsiness provide the fifth and sixth components 
respectively. When applied in clinical practice the key component is difficulty 
in social interaction, with four of the remaining five components to be satisfied 
if a diagnosis is to be made (Gillberg, 2002). Szatmari’s criteria is very similar 
to that provided by Gillberg and Gillberg, although a diagnosis of AS can only 
be made if one of autism had been excluded (Szatmari, Bartolucci, Brenner, 
Bond, & Rich, 1989). The ICD-10 (World Health Organisation, 1993) and 
DSM-IV (American Psychiatric Association, 1994) diagnostic manuals also
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provide criteria for a diagnosis of AS, and are similar to that of Gillberg and 
Gillberg in that difficulties in social interaction and repetitive actions are central 
to the diagnosis although they specify that no clinically significant delay in 
language development should be present. Further the DSM-IV requires that 
the individual must experience a clinically significant impairment in social, 
occupational or other important areas of functioning (American Psychiatric 
Association, 1994).
Triad o f impairments
Asperger’s syndrome forms part of a wider cluster of developmental disorders 
characterised by a ‘triad of impairments’. Aspects of this triad have already 
been outlined in the above discussion of diagnostic criteria and consist of 
impairments of social interaction, communication and imagination. These 
impairments are characteristic of a cluster of disorders that form the autistic 
spectrum (Wing, 1997). The concept of a spectrum is preferred as “although 
there is a common denominator, different types of children with a pervasive 
developmental disorder present with their own pattern of symptoms’’ 
(Willemsen-Swinkles & Buitelaar, 2002, pp.820). It is important to note that 
there is some debate as to the validity of AS as a separate entity within the 
spectrum (Willemsen-Swinkles & Buitelaar, 2002; Leekam, Libby, Wing, 
Gould, & Gillberg, 2000). The main criteria to differentiate AS from autism 
have been cited to be the absence of a clinically significant delay in language 
development or cognitive development and displaying age-appropriate 
adaptive behaviour (Willemsen-Swinkles & Buitelaar, 2002). The current 
position is that “it seems best to conclude that the two syndromes are variable 
expressions of the same underlying disorder and share a common etiology” 
(pp.824) and that only further knowledge on the genetic and neuroanatomic 
characteristics of each disorder will provide further distinctions (Willemsen- 
Swinkles & Buitelaar, 2002).
The general consensus appears to be that the diagnostic criteria chosen will 
depend on the individual clinician’s preferences (Gillberg, 2002), however, 
Gillberg and Gillberg’s criteria have been frequently chosen due to the clear
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and comprehensive nature of the guidelines (Attwood, 1998; Leekam et al., 
2000) and will be used here to provide the underpinnings to this discussion.
Prevalence
Whilst there is debate around which criteria to use, prevalence studies will be 
imprecise as a consequence, however, a figure of 2 cases of AS per 10,000 
has been proposed as a pragmatic indicator of prevalence (Fombonne, 2001; 
cited in Willemsen-Swinkles & Buitelaar, 2002).
Developmental and psychological theories
The conceptualisation of AS as an autistic spectrum disorder has implications 
in terms of the theories put forward to explain its aetiology and characteristics. 
The majority of studies consider the entire autistic spectrum when considering 
such theories. Autistic spectrum disorders are categorised by their very nature 
as being developmental disorders, a collection of features that become 
apparent as the child develops and the triad of impairments is recognised.
Theories that have been proposed to explain autistic spectrum disorders can 
be divided into three categories: those that rely on psychosocial factors, 
biological explanations and cognitive theories. The latter focus more on 
identifying underlying cognitive deficits that explain the pattern of features 
rather than identifying a specific cause (Carr, 1999). Those theories that 
focus on psychosocial factors have typically hypothesised that autistic 
features are a withdrawal response to inadequate parenting. There has been 
little evidence to support these approaches (Carr, 1999) which could be 
considered detrimental to parents, leading to a notion of blame. The literature 
has instead focussed on biological and cognitive theories, which this 
discussion will focus on also.
Biological theories
Several biological theories have considered the possible impact of abnormal 
functioning occurring in specific areas of the brain, with the brainstem, 
temporal and frontal lobes and cerebellum being potential sites of pathology
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(Gillberg, 1999). With regard to the cause of this abnormal brain functioning, 
genetic factors have been considered to have a causatory role. Asperger 
himself considered genetics to have a role in the aetiology of the syndrome he 
described (Wing, 1981). The observation that the occurrence of autism is 
more frequent in males, that there are some familial patterns and there is an 
association between autism and other genetic disorders, for example fragile X 
syndrome has supported this perspective (Fisher et al., 1999). It has also 
been proposed that the pathology may arise as a result of infection or 
complications occurring in the peri-natal period (Wing, 1981; Carr, 1999). At 
present there is no definitive picture as to the specific brain pathology involved 
in the aetiology of autism, however, future work, with more sophisticated 
imaging techniques may provide more answers (Bailey, Phillips, & Rutter,
1996).
Cognitive theories
There have been several cognitive theories proposed over the years, this 
discussion will focus on three; executive functioning deficit, theory of mind 
deficit and central coherence theory.
Executive functions involve the ability to inhibit inappropriate responses, to 
plan actions, to stay focussed on a task and to use feedback in order to 
change task performance (Carr, 1999). It has been proposed that deficits in 
executive functioning could explain some of the features of autism; repetitive 
behaviour, impulsiveness and failure to plan (Frith & Happe, 1994), however, 
it is insufficient in explaining some of the other, more social, features. Further, 
there has been little comparison in research studies between people with 
autism and those with other diagnoses but also experiencing executive 
functioning deficits (Frith & Happe, 1994). It is uncertain, therefore, whether 
deficits in executive functioning alone could account for the pattern of 
difficulties noted in autistic spectrum disorders.
A second cognitive explanation is that people on the autistic spectrum lack (or 
have delays in acquiring) ‘theory of mind’. This ability “involves the person
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postulating the existence of mental states and then using these to explain and 
predict another’s person’s behaviour” (Baron-Cohen, 1989, pp.286). 
Essentially that other people have minds, the emotional and cognitive 
contents of which determine their behaviours. The absence of this ability has 
been conceptualised to be a failure to develop a meta-representational 
capacity, the ability to think about thoughts (one’s own and other people’s)” 
(Prior & Ozonoff, 1998, pp.91). Deficits in such abilities have been noted in 
young children on the autistic spectrum disorder, in whom a lack of gestures 
of communication and sharing and drawing attention to objects has been 
observed (Baron-Cohen, 1991; cited in Prior & Ozonoff, 1998). Without an 
ability to understand the behaviour of others based on their thoughts, it is not 
unexpected that children with autism and AS withdraw from social contact, as 
the world must appear a confusing and unpredictable place.
It has also been hypothesised that rather than lacking a meta-representational 
capacity, some children on the autistic spectrum will develop such a capacity, 
although later than would be expected, that there is a specific developmental 
delay (Baron-Cohen, 1989). Further, two levels of theory of mind have been 
proposed, first and second order. First order is the ability to think about 
another person’s thoughts about a situation, second order is the ability to think 
about another person’s thoughts about a third person’s thoughts about a 
situation (Baron-Cohen, 1989; Baron-Cohen, Jolliffe, Mortimore, & Robertson,
1997). It has been suggested that some children on the autistic spectrum 
possess first order theory of mind, but not second order (Baron-Cohen, 1989). 
However, a study specifically involving young adults with AS found that their 
participants did indeed possess second order theory of mind and that this is 
an area of discrimination between those with autism and those with AS 
(Bowler, 1992). However, it has been hypothesised that although people with 
AS are able to manage situations requiring second order theory of mind, they 
dp this through a long-winded, logical type process, which makes them appear 
odd in a social situation as they do not rely on intuitive type processes as 
those outside the autistic spectrum may do (Bowler, 1992). This study and the 
discussion of whether a meta-representational capacity can be developed
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later in life by AS individuals led to a study by Baron-Cohen et al (1997), 
looking at theory of mind abilities in adults with high-functioning autism or AS. 
The study which used photographs of eyes depicting various emotions found 
that their participants were significantly impaired in the task, indicating “subtle 
mind reading deficits” (pp.813) even in adulthood. Theory of mind deficits 
have, therefore, been hypothesised to account for difficulties in social, 
language and imagination impairments in people on the autistic spectrum, 
however, other important areas such as particular, narrow interests and 
difficulties in generalising skills are not readily explained by this theory (Prior & 
Ozonoff, 1998).
The third cognitive concept to be considered is that of ‘central coherence’. It 
has been hypothesised that in general, people have a drive for central 
coherence, to make sense of the global features of a situation. This drive is 
either absent or reduced in people on the autistic spectrum, leading to a focus 
on the specific detail without its surrounding context (Carr, 1999). This model 
proposes a ‘cognitive style’ rather than a deficit approach. It is an attempt to 
conceptualise the strengths and limitations of people on the autistic spectrum 
within one framework (Frith & Happe, 1994). Support for this theory has been 
found in two studies (Happe, Briskman and Frith, 2001; Briskman, Happe, & 
Frith, 2001) which considered the parents and siblings of children with autism. 
They found that consistent with a theory of a genetic component, parents 
(particularly fathers) of children on the autistic spectrum showed weak central 
coherence, a tendency to focus on the detail. This was reflected in the skills 
and preferences these fathers showed in their everyday lives. This framework 
of understanding may provide insight into the difficulties people on the autistic 
spectrum have with generalising information. If only the specifics of a situation 
are taken in and the general ‘gist’ is lost, the individual may not be able to 
abstract a wider meaning to what they are seeing and to apply this in other 
related contexts. Further, it may explain the particular interests people with AS 
have, in terms of the detailed and specific information they may have about 
the subject without an appreciation of its greater relevance, for example, train 
timetables or computers (Prior & Ozonoff, 1998).
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The three cognitive theories discussed may not provide the ‘answers’ to 
autistic spectrum disorders in terms of aetiology or even in conceptualising 
patterns of features, however, through a combination of the above theories, a 
fuller understanding can be obtained. There is a certain amount of overlap 
involved in the above theories in terms of the skills and weaknesses they 
attempt to explain and also in the hypothesised underlying processes (Frith & 
Happe, 1994). Further, all the frameworks could be acting in separate but 
parallel ways and a deficit in one area does not preclude a deficit in another 
area. Bailey, Phillips and Rutter (1996) state that autism is a 
“neurodevelopmental disorder, in which specific cognitive deficits play a key 
role, and for which genetic factors predominate in aetiology” (pp. 117), 
suggesting an integration of biological, genetic and cognitive understanding. 
This broader conceptualisation assists when considering the theoretical 
aspects of AS and, further, informs clinical approaches when working with 
such individuals, which will be considered next.
Assessment
The assessment process can only begin once a child has come to the 
attention of services. This may only occur once the child has reached school 
age and is outside of the familiarity and predictability of the home life and is 
expected to interact with many other children (Attwood, 1998). A parent or 
teacher may acknowledge some of the clinical signs of AS as discussed 
above. However, a great many parents and teachers do not know the 
indicators for a diagnosis (Attwood, 1998), although they may have the 
impression that ‘something is wrong’. For those teachers that recognise the 
signs that a child may potentially have AS, there are some rating scales 
available to them to begin the assessment process and determine whether 
there is cause for further action. The ASAS (the Australian Scale for 
Aspergers Syndrome) (Attwood, 1998) and the ASSQ (Autism Spectrum 
Screening Questionnaire) (Ehlers, Gillberg, & Wing, 1999) have been 
developed for this purpose. It is clear that such instruments are not suitable for 
determining a diagnosis of AS and do not necessarily distinguish AS from
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high-functioning autism, however, they provide a starting point for concerned 
parents and teachers (Ehlers et ai., 1999).
Once a child comes to the attention of services, a thorough assessment 
process is required to establish a diagnosis of AS. Given the difficulties with 
diagnosis previously discussed, it is important for the clinician to establish 
which diagnostic criteria they are going to use. Further, the purpose of 
assessment should not be to assign a child with a label of AS, but to create a 
picture of their strengths and difficulties in order to guide any interventions. In 
order to establish adequate information in-depth interviews with both the child 
and the parents are necessary (Attwood, 1998). Using the Gillberg’s criteria, 
the essential aspects to cover are social, language, cognitive and movement 
skills (Gillberg & Gillberg, 1989). The parent’s account of the child’s 
developmental history is also essential (Attwood, 1998). There may be subtle 
indicators that the parents had not previously thought relevant, such as sleep 
difficulties, which may be early indicators of AS (Gillberg, 2002). Teachers and 
other significant people in the child’s life may also be able to give further 
information and should be included. In some instances it is possible to 
observe the child’s behaviour at home or at school in order to assess the child 
in naturalistic settings (Attwood, 1998).
In terms of the specificity of the diagnosis, as previously discussed, there is 
debate surrounding the existence of AS as a distinct syndrome (Willemsen- 
Swinkles & Buitelaar, 2002). However, in terms of assessment and diagnosis 
“it is more important to recognise that someone has an autistic continuum 
disorder and to assess their level and pattern of ability rather than argue about 
which sub-group they belong to” (Wing, 1996, pp.156).
The child’s needs during the assessment and intervention period are best met 
by a multidisciplinary team (Klin & Volkmar, 2003). Each professional within 
the team will have a role to play, for example, speech and language therapists 
could assess any language nuances or delays. However, clinical 
psychologists are well placed to provide a significant role in the assessment
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phase. The integration of information from standardised tests, observations of 
behaviour, developmental history and medical information involves an 
integration of skills and understanding that a clinical psychologist can bring 
(Wing, 1996).
Implications o f AS theories
The cognitive theories discussed previously are not only useful in terms of 
explaining the aetiology of AS, but also in terms of guiding the assessment 
process.
Executive functioning can be assessed using specific tests, for example, the 
Wisconsin Card Sorting Test, which involves changing strategy as a result of 
feedback from the test administrator. People with AS often have difficulties 
doing tasks such as this (Gillberg, 2002). Further, particular subtests on the 
WISC-III (Wechsler Intelligence Scale for Children) (Wechsler, 1992) can 
highlight difficulties with executive functioning (namely, coding and arithmetic). 
Such tests may be useful in terms of building a picture of strengths and 
weaknesses, however, as there has been little work done on the differentiation 
between those on the autistic spectrum and others with such deficits (Frith & 
Happe, 1994), executive functioning tests alone would not be enough to 
establish diagnosis, or fully describe an individual’s difficulties.
Theory of mind can also be assessed using the WISC-III, the picture 
completion and comprehension subtests being the most revealing of such 
difficulties (Gillberg, 2002). Other tests developed by Baron-Cohen (Baron- 
Cohen, 1989; Baron-Cohen et al., 1997), for example asking the child to take 
the perspective of various dolls in a set scene, specifically tap theory of mind 
constructs. For older children and even adults, a set of ‘strange stories’ 
developed by Happe (1994a) which ask the participant to consider the 
motivations behind expressions of everyday speech that are not literally true, 
also tap theory of mind. People on the autistic spectrum generally find 
difficulty with such tasks, however, it has been hypothesised that this may be
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related to an inability to integrate parts of a story into a whole, rather than a 
deficit in theory of mind (Happe, 1994b).
In terms of a theory of central coherence, there are two tests within the WISC- 
III that can assess difficulties in visual central coherence processing; block 
design and object assembly (Gillberg, 2002). Block design requires the test- 
taker to consider parts of the whole rather than the ‘bigger picture’, object 
assembly is the opposite. Therefore, one would expect someone with AS to 
obtain higher scores on the former than the latter.
The WISC-III has been mentioned several times in this discussion and it is 
often recommended that a comprehensive assessment for an individual who 
potentially has AS should include an assessment of general intellectual 
functioning (Gillberg, 2002; Klin & Volkmar, 2003). This will not only reveal the 
above hypothesised strengths and weaknesses, but also give a general 
picture of the individual's overall intellectual functioning. The typical WISC-III 
profile for someone with AS is often uneven, with several peaks and troughs, 
further, such individuals usually have a higher verbal IQ than performance IQ, 
the discrepancy between which can be relatively marked (Gillberg, 2002).
Specific assessment tools
There are several specific measures that encompass many of the elements 
mentioned above and have been specifically designed to diagnose autistic 
spectrum disorders. Of those that have been designed to specifically identify 
high-functioning autism or AS there is the ASDI (Asperger Syndrome and 
High-functioning Autism Diagnostic Interview), which is based on the 
Gillberg’s diagnostic criteria. The ASDI has been found to have good reliability 
and validity in terms of identifying AS or high-functioning autism in a group of 
people aged between 6 and 55 (Gillberg, Gillberg, Rastam, & Wentz, 2001). 
There is also the DISCO (Diagnostic Interview for Social and Communication 
Disorders) (Wing, Leekam, Libby, Gould, & Larcombe, 2002), which is semi­
structured in nature and is used to collect information on many features of 
development, past and current behaviour and has demonstrated good
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reliability and validity. It has to be administered to someone who knew the 
individual from birth, often a parent and creates a profile of the individual 
which can lead to a diagnosis on the autistic spectrum and be used to guide 
future interventions (Wing et al., 2002). Further, it can be adapted to suit the 
diagnostic criteria the clinician wishes to apply, for example DSM-IV 
(American Psychiatric Association, 1994) or the Gillberg's criteria (1989). It is 
however, a lengthy assessment tool, requiring extensive training of the 
administrator (Iwnicki & Manning, 2003), although due to it’s detail and length, 
the parent may get a chance to discuss several issues that they have had 
concerns about for some time in one session, and gain an understanding of 
how they may all be related (Gillberg, 2002).
Finally, it is important to screen for co-existent mood or anxiety-type disorders, 
as there is evidence to suggest that such psychological phenomena may be 
more prevalent in individuals with AS (Iwnicki & Manning, 2003). Whether this 
is due to co-morbidity or the consequences of dealing with AS and its 
implications is uncertain (Klin & Volkmar, 2003).
This discussion has highlighted several areas to be covered when assessing a 
person with a view to diagnosing and managing AS, however the meaning of 
the diagnosis for the individual and their family must also be held in mind.
Interventions
Following completion of the assessment process, a picture of the child’s 
strengths and difficulties should be available in order to guide the intervention. 
Many clinicians can feel uncomfortable with assigning a diagnostic label of AS 
as the label itself will have implications for the child’s future. However, it has 
been found that parents do appreciate the diagnostic label as it can give them 
an understanding of why their child may appear ‘different’ (Iwnicki & Manning, 
2003) and also guides the intervention process as clinicians have worked with 
people with AS before and the knowledge gained about ‘what works’ can be 
shared. Some of this knowledge will be discussed here and will focus on 
generally accepted intervention strategies for people with AS at the current
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time, drawing on the developmental and psychological theories discussed 
previously, where appropriate.
There are no curative interventions for AS (Carr, 1999), the most appropriate 
approaches for intervention are focussed around supporting the individual and 
their family to be able manage the difficulties that having AS brings (Carr, 
1999; Tsatsanis, 2003). Such interventions can be divided into four areas, 
educational, future planning and skills building, social communication and 
family support.
Educational
Many children with AS are educated within the mainstream school system 
(Lones, 1996) and may experience difficulties as their cognitive and academic 
abilities may make them appear to be functioning without being in receipt of 
support. It is however in the domains of social communication and relationship 
building that children with AS may need more support at school, where a 
supportive and accepting environment is desirable (Tsatsanis, 2003). Further 
support may be required in terms of academic functioning depending on the 
individual’s pattern of abilities (Gillberg, 2002).
Future planning and skills building
It is important that plans for the future, including any major transitions, be 
made in advance, so that any specific skills deficits can be identified and 
teaching put in place to build such skills. For example, plans made for when 
the individual leaves school, identifying which skills will be needed to obtain 
and maintain employment (Tsatsanis, 2003). Skills building programmes have 
received a great deal of the research attention within intervention approaches 
in autistic spectrum disorders (Carr, 1999). TEACHH (Treatment and 
Education of Autistic and related Communication handicapped CHildren) and 
Lovaas’ approaches are two structured programmes that have been evaluated 
on several occasions (Carr, 1999). The TEACHH approach builds upon the 
child’s strengths and preferences for certain activities, often involving routine 
and structure. The Lovaas approach involves a thorough behavioural analysis
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being carried out in specified situations. The skills required to conduct the 
chosen activity are specified and any deficit in such skills taught within a 
behavioural framework. Such approaches have not been routinely evaluated 
on children with a diagnosis of AS, however.
Theories of deficits in executive functioning could be incorporated within a 
skills-building approach, as the skills necessary in order to plan, execute and 
revise actions could be taught. People with AS often prefer routine and 
structure (Klin & Volkmar, 2003), such attributes could be used in training to 
enhance executive function skills.
Social communication
A major component of intervention programmes with people with AS has been 
to address the social component of the triad of impairments (Attwood, 2003). 
Approaches in this domain would depend on the child’s developmental stage, 
which may not always be commensurate with their chronological age 
(Attwood, 2003). Such interventions have used behavioural techniques such 
as modelling, where children with AS can observe the actions of a peer in a 
social situation and be given assistance to break down the aspects of the 
interaction that made it successful or otherwise, then be encouraged to try this 
approach themselves. Techniques such as the specific teaching of cues from 
others to indicate they wish to make friends and the use of role play with a 
supportive adult or peer have also been employed (Attwood, 2003). Gray 
(2000) has developed a book of ‘Social Stories’ which are various scenarios 
depicting social contact, assisting the AS child in exploring the characters 
motivations and actions. Such approaches draw on concepts from theory of 
mind deficits in AS, that the innate skills possessed by many people for ‘mind- 
reading’ other’s intentions are absent in people with AS, leaving them 
confused as to whether someone is a genuine friend or not. Such approaches 
may alleviate some of the loneliness that adolescents with AS can experience 
when their attempts to make friends are unsuccessful (Attwood, 2003).
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There have been attempts to specifically teach theory of mind skills to people 
with AS, an example of which is McGregor, Whiten and Blackburn’s (1998) 
study. In this study the researchers attempted to teach adults and children on 
the autistic spectrum to discriminate other’s mental states. They found that 
although their participants on the autistic spectrum were able to able to learn 
some theory of mind skills, these skills were not generalised to other situations 
as occurred in their control group of normally developing three-year-olds. It is 
difficult to draw relevant conclusions from this study for individuals with AS as 
their sample were autistic individuals with a mental age of three, however, it is 
an encouraging study as it shows that it is possible to ‘teach’ theory of mind 
skills (McGregor et al., 1998).
Family support
Support for the families of those with AS may take the form of information and 
guidance on understanding particular aspects of AS, for example the desire 
for routine, or providing parents with a space to voice their hopes and fears for 
their child (Tsatsanis, 2003). This support may have to be tailored specifically 
for the family if their first language is not English, as it has been found 
important to provide interventions in the dominant language of a family (Harry, 
1995; cited in Brown & Rogers, 2003).
Future approaches
Gray (1997) has devised a ‘Pictures of me Workbook’ which outlines an 
individual with AS’s strengths and characteristics as well as the things they 
find difficult. This approach stands out from the typical deficit approach and 
can provide an individual with the confidence to know what they are good at 
when faced with situations they may find problematic. Expansion of this type 
of work may provide individuals with AS with an empowering perspective.
Although there has been a recent expansion in the amount of studies looking 
at the theoretical explanations for AS, there has been little translation of this 
knowledge into practical intervention strategies. Further, the effects of culture 
and ethnicity are not often considered in studies of AS. This is of particular
Academic: CAF essay 5 5
relevance in assessment and intervention strategies where a degree of 
cultural sensitivity is necessary to determine the individual’s ability profile and 
what the implications of diagnosis will be for the family (Brown & Rogers, 
2003).
It would appear that there is the opportunity for an expansion in research into 
intervention strategies in this area. Clinical psychologists are often involved in 
the assessment and intervention processes for people with AS (Hare & Paine, 
1997) and have a beneficial perspective on the individuals’ difficulties, as often 
there may be a combination of social, psychological and underlying biological 
factors that are causing the difficulties. Future work in identifying appropriate 
interventions strategies may, therefore, be well placed within a clinical 
psychology framework.
Conclusion
The focus of studies regarding developmental and psychological theories of 
AS and to some degree in assessment and intervention has been a deficit 
model. An alternative perspective is that in individuals with AS “the thinking is 
different, potentially highly original, often misunderstood, but is not defective” 
(Attwood, 1998, pp.126). Further, it has been hypothesised that AS is actually 
a social construction established as a result of the education system and its 
need to categorise. The implications of the diagnosis for an individual involve 
inappropriate concepts of pathology and of the exercising of power by wider 
systems (Molloy & Vasil, 2002). A growing body of literature by individuals 
with AS has reflected this change in approach and has given professionals a 
chance to understand the world from the perspective of an individual with AS. 
In this context, perhaps the paramount concern for the professional is to be 
non-judgemental, as understood by a young man with AS “I don’t want anyone 
to make judgments about me or treat me as if 1 have a disease as soon as 
they meet me” (Jackson, 2002, pp.41). Such an understanding may pave the 
way for appropriate and useful conceptualisations of AS and toward valuable 
interventions if and when they are required.
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such transitions?
August 2004 
Year 2
Academic: OP essay 72
Introduction
The nature of life transitions in older people and their potential impact will be 
considered firstly in this discussion. Secondly, specific psychological theories 
and approaches to understanding such transitions will be outlined. 
Incorporated within this will be a consideration of the implications such 
theories and approaches have for clinical practice in terms of helping people 
to manage such transitions.
As the concept of ‘major life transitions’ is potentially a vast and individually 
meaningful topic, reference will be made throughout this discussion to specific 
transitions and theories which may assist in understanding and managing 
them. This discussion is not intended to become an exhaustive dialogue of all 
potential transitions and possible reactions, or indeed all ways of 
understanding them, however, it is hoped that the reader will be able to gain 
some insight into the type of issues facing older people and how clinical 
psychologists can have a role in working in this area.
Major life transitions
Firstly it is important to think about what is meant by ‘major life transitions’  ^ in 
older age. Is it assumed that there are a set of events which would be 
considered more likely or even the norm for older people? For someone 
involved in the provision of clinical psychology services to older people, it 
would perhaps appear that certain life events are indeed the norm for older 
people and have the potency to cause great distress, often leading to referral 
to services. For example, retirement, the death of a spouse, a sudden change 
in physical health status or moving into residential accommodation. This 
potential bias in perception of the impact of life events has been found 
elsewhere. Davies (1996) states that “in many cases the occurrence of a life 
event is the proximal reason for the referral” (pp.115).
 ^ In this discussion, the concept of a life transition is to be used in a similar way to the concept 
of a life event. Whilst there may be differences in the conceptualisation of each, for the 
present purposes, ‘transition’ will be seen to be what comes after a life event, the period of 
change and adjustment to the new circumstances necessitated by the event or events.
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It has been suggested that the impact of an event is determined by its 
perceived expectedness, desirability or amount of readjustment required 
afterwards. Further, a distinction has been made between significant events 
occurring on a particular day and the chronic, daily change that cannot be 
ascribed to a particular moment (Davies, 1996). There is an assumption that 
significant one-off events are more traumatic than chronic ‘hassles’ when in 
fact the converse has been found to be true (Landreville & Vezina, 1992: cited 
in Davies, 1996). Looking at the literature it would seem that there are some 
events are to be expected by the majority of older people; namely retirement, 
home relocation, declining physical health and bereavement (Davies, 1996; 
Myers & Harper, 2004). it has been assumed that older people tend to 
manage such ‘normative’ events relatively well. For example, there is 
evidence to suggest that older people rate the death of a spouse as less 
stressful than younger adults (Davies & Hulligan, 1985: cited in Davies, 1996). 
Further, such events obviously have an assumption of negativity, that such 
things happen and people require a period of readjustment afterwards. 
‘Positive’ events such as becoming a grandparent, still require a transitory 
period, but are perhaps considered less in the literature because the 
experience of becoming a grandparent is perhaps unlikely to lead someone 
into services.
It would perhaps appear that the majority of older people respond to changes 
and transitions in their later life well (Myers & Schwiebert, 1996: cited in Myers 
& Harper, 2004), however, there are particular transitions occurring in close 
succession which may be more likely to affect people over the age of 65 which 
merit particular attention. Due to restricted space, two of these transitions; 
home relocation and retirement will be considered here to give an illustration 
of such events may affect an older person.
Moving into residential accommodation
The majority of older people remain in their own home until their death 
(Willcocks, Peace, & Kellaher, 1987). However, for those that do move into 
residential accommodation, negative outcomes have been observed, such as
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an increase in ill-health, symptoms of depression and anxiety and a reduction 
in overall life satisfaction (Davies, 1996). Further, such home moves are often 
prompted by another significant life event, such as loss of a spouse or an 
adult child moving out (Davies, 1996). More women than men move into 
residential accommodation (Davies, 1996), reflecting perhaps, the loss of 
supportive relationship having greater potential consequences for them, or 
perhaps society’s attitudes towards lone older women; that they will not be 
able to cope.
It has been suggested that the negative consequences of a move into 
residential accommodation, as outlined above, are possibly due to an 
increasingly physically frail person being able to master their own physical 
environment whilst still in their own home, increasing their sense of ability. 
This effect extends to other domains and increases their ability to interact 
outside the home (Willcocks et al., 1987). Even with the intrusion of services 
or neighbours into their ‘territory’ it remains that an older person maintains a 
sense of mastery and control over their own home that is not maintained when 
living in community residential accommodation (Willcocks et al., 1987). 
Residential care homes do not afford the same privacy and control that the 
older person’s former home gave them, their contact with the outside 
community may be reduced, all human contact being conducted in an 
essentially public arena (Willcocks et a!., 1987).
However, it has also been suggested that “the apathy, inactivity and 
dependence” (pp. 196) which have been associated with moving into 
residential accommodation actually begin prior to the move, whilst the person 
is still in their own home. It is suggested that this change reflects the problems 
that are causing such an option to be considered (Woods, 1999).
Once within the residential home, one study found that 86.7% of the typical 
resident’s time is spent “in (apparently) purposeless motor activity, antisocial 
or inappropriate behaviour or simply doing nothing” (Bowie & Mountain, 1993: 
cited in Woods, 1999, pp. 198). Further, it has been found that those that
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receive the least amount of social interaction from staff are those who display 
independence, therefore, the development of dependent behaviour may serve 
a function in being able to increase the opportunity for social interaction 
(Baltes & Wahl, 1991 : cited in Cole & Cole, 1993).
Some work has been done in trying to ameliorate some of the negative 
findings such as those above. For example, the ‘domus philosophy’ espouses 
principles of care homes essentially being the older person’s home, where 
their needs should be considered as equal to those of the staff, and 
psychological or emotional needs should be at a higher precedence over the 
physical aspects of care. Some positive findings supporting this approach 
have been found in terms of increasing a sample of resident's independence 
and communication (Lindesay, 1991: cited in Woods, 1999).
It would appear that there is a consensus, that a move into residential 
accommodation is often a stressful life experience, one which brings potential 
for distress, despite the often great necessity for the move to maintain the 
physical health of a person.
Retirement
The concept of retirement is essentially a western one, as it presumes that 
there is a time in a persons life when they stop economically productive work 
(Cole & Cole, 1993). This essentially arbitrary point in time is determined by 
social policy as the point at which a person no longer has to work and is 
eligible to receive state benefits (Laidlaw, Thompson, Dick-Siskin, & 
Gallagher-Thompson, 2003). It is often considered a normative and 
uncontrollable experience, the majority of people in a recent study citing 
‘reached retirement age’ as their reason for retirement in their 60’s (McNair, 
Flynn, Owen, Humphreys, & Woodfield, 2004). However, the experience of 
retirement may vary greatly from person to person even within the confines of 
British society. It has been found that those who are more highly qualified are 
more likely to remain in work after the statutory retirement age. Further in 
terms of early retirement, those with higher qualifications are more likely to
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take it for positive reasons and as a matter of their own choice. Those with few 
qualifications and in routine jobs are more likely to take early retirement due to 
sickness or redundancy (McNair et al., 2004). This is relevant as it has been 
found that people who feel ‘forced’ to retire experienced lower levels of 
general well-being (Swan et al, 1991: cited in Stuart-Hamilton, 1994). In 
general, women have been found to report lower levels of satisfaction 
following retirement than men (Quick & Moen, 1998). This is an important 
factor to consider as in many areas in the world there are more older women 
than men due to differences in life expectancy and further, women are more 
likely than men in general to come to the attention of services (Laidlaw et al., 
2003).
Although retirement has been viewed as a stressful event which precipitates 
physical and mental decline (Bosse, Spiro, & Kressin, 1996), this view has 
been challenged and seen to be a result, not only of coincidence (retirement 
occurring at a similar time to decline due to the ageing process) but of a 
premise that as most of our adult life is spent working, to remove this, 
removes the opportunity for fulfilling roles, as an inaccurate view of older 
people’s wide ranging roles (Bosse et al., 1996). It has been found that 
approximately 30% of retirees experience difficulties following retirement. 
However, the majority of people experience little or no ill-effect. As detailed 
above, mediating factors, such as reason for retirement have a significant 
impact on whether someone adjusts to their post-retirement life with or without 
trauma (Bosse et al., 1996).
This consideration of two of the many potential life transitions occurring in 
older age has perhaps raised more questions than have been answered. 
Whilst something is known of the potential effects of these transitions, a great 
deal is not yet known about why some people experience difficulties and yet a 
great many do not, and further, it does not answer questions about whether 
psychological input is appropriate for helping people to manage such 
transitions. It is not certain whether assistance in managing transitions is 
useful even if the transition is not intrinsically negative and even if it could be
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helpful, what format should this help take. The next part of this discussion will 
move on to consider two psychological approaches that may assist us in being 
able to contextualise transitions in older age and to begin to know how to 
assist those experiencing them.
Psychological approaches
Life-span development
Although several theorists have proposed theories of life-long development, 
Erikson’s work has gained recognition as being a comprehensive and useful 
approach to understanding the continuing development of personality in adults 
(Lowis & Brown, 2001). Initially, Erikson proposed eight stages of 
development, from infancy to old age. Within each stage is a central crisis 
occurring where conflict between two opposing concepts must be resolved. 
Resolution leads to the development of a quality which the individual carries 
forward into the rest of their lives. Failure to resolve the conflict ultimately 
leads to psychological distress, such as anxiety or depression (Stuart- 
Hamilton, 1994).
The stages occurring after adolescence are; 'young adulthood’, where the 
conflict is between intimacy or isolation, the successful resolution of which 
leads to the ability to ‘love’, in ‘adulthood’ the conflict is between generativity 
and stagnation, with resolution leading to the ability to ‘care’, the eighth stage, 
‘old age’ is marked by conflict between integrity versus despair and disgust, 
leading to the development of wisdom. In this eighth stage, if the individual 
can look back and accept their life as having been satisfying and can look to 
the future to their death and accept this without fear and without despair at the 
missed opportunities to further achieve, then they will have achieved ego 
integration and develop the quality of wisdom (Erikson & Erikson, 1997). 
Wisdom has been conceptualised to mean “informed and detached concern 
with life itself in the face of death itself’ (Erikson & Erikson, 1997, pp.61).
Erikson’s work was expanded by his wife Joan Erikson, who proposed a ninth 
stage (Erikson & Erikson, 1997). This stage is one which typifies later old age
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(eighties and nineties) and involves reconfrontation of all eight of the 
previously resolved crisis points. For example, the first stage of basic trust 
versus basic mistrust which typically occurs in infancy, the resolution of which 
achieves ‘hope’. In older age, this conflict is revisited when the person 
becomes increasingly aware of their frailty and loses the sense of trust they 
had in their ability to live independently, leading to a crisis where again trust 
versus mistrust are the central features (Lowis & Brown, 2001). In terms of 
revisiting the eight stage, despair may occur for different reasons, not despair 
due to failings in earlier life, but due to the everyday failings which may face 
an older person confronting a reduction in physical or mental health (Erikson & 
Erikson, 1997). J. Erikson drew on Tornstam’s work in proposing the ninth 
stage of psychosocial development (Tornstam 1989, 1992; cited in Lowis & 
Brown, 2001). Tornstam’s theory of Gero-transcendence suggests that in old- 
old age, the individual turns their perspective away from the past and towards 
the future, a future outside of themselves. This can lead to an increase in time 
spent in quiet reflection and a movement beyond the fear of death. It is 
hypothesised that this withdrawal is not due to depression or lack of 
stimulation but is an active choice for the individual (Lowis & Brown, 2001). 
Evidence for this ninth stage has been found in UK populations of adults in 
their 80’s and 90’s, where the individuals involved had not become 
‘disengaged ‘ with the world, rather, they were engaged, but on a different 
(higher) level (Lowis & Brown, 2001).
If we are to apply Erikson’s theory to understanding later life transitions, it can 
be seen that within the conflict of the eighth stage between integrity and 
despair, if a person retires from their job with a sense of achievement and of 
having finished the task in hand, they will perhaps feel more able to look back 
with a sense of integrity in what they have achieved. However, if retirement is 
due to ill health or when the person feels they still have more to contribute but 
are prohibited from doing so due to compulsory retirement, it can be seen that 
they may experience despair and psychological distress. This could help us to 
understand the reactions to retirement discussed in a previous section.
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Further, using the concept of the ninth stage, we can perhaps understand 
withdrawal reactions occurring in people moving into residential 
accommodation as being part of the developmental process required in old- 
old age (80’s and 90’s). This is perhaps controversial, as it may be that 
adequate stimulation is not provided in residential homes, which leads to 
withdrawal similar to that found in depression rather than an active choice as 
is suggested by the ninth stage theory. However, to quote J. Erikson, “perhaps 
the really old find a safe place to consider their states of being only in privacy 
and solitude” (Erikson & Erikson, 1997, pp. 125). It has been suggested that 
older people actually would like to be able to “combine the opportunity for 
activity through interaction with family members with disengagement through 
the privacy of their own homes” (Stuart-Hamilton, 1994, pp. 127). This is, 
however, possibly not reflected within the reality of residential homes at 
present.
The above discussion of Erikson’s stage theory of psychosocial development 
can be used to inform therapeutic work with older people. Whilst working with 
an individual in later life, holding the stages in mind and determining where 
that person is in terms of their current crisis stage can inform the route the 
work is to take. Further, encouraging a person to maintain a sense of integrity, 
and to establish a sense of meaning of their life can assist them to come to a 
position where they are able to assimilate their current position with those 
occupied earlier in their life, and to achieve ego-integrity and a sense of well­
being and avoid a sense of despair (Davies, 1996). The role of a clinical 
psychologist could fit within this remit, and specifically incorporate such 
concepts into assisting a person adjust to transitions in later life such as 
retirement or moving into residential accommodation.
However, a more direct application of Erikson’s theory to managing life 
transitions has been proposed. As part of a hypothesised ‘normal’ activity in 
later life, ‘life review’ has been suggested as a suitable intervention for older 
people experiencing distress. This approach involves assisting the individual 
to take part in the process of looking back and possibly to resolve previously
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unresolved conflicts from earlier in life. For example, stagnation in middle 
adulthood could lead to despair and depression in older age (Rose!, 1988). A 
consideration of this middle adulthood stage in a therapeutic environment 
could lead to a resolution of the conflict and a reduction in present symptoms. 
There is evidence to show that structured life review within a therapeutic 
context is beneficial, leading to improvements in life satisfaction, self-esteem 
and a decreased incidence of depression (Haight, Michel and Hendrix, 2000: 
cited in Myers & Harper, 2004). However, it has also been found important to 
ensure that those facilitating the life review are trained and to be aware that 
depression and despair are often the consequences of failure to resolve the 
eighth stage, meriting treatment for depression as would be received by a 
younger adult (Myers & Harper, 2004). Further, it may be important to 
consider the characteristics of an older person’s story, which may not have the 
typical characteristics of a beginning and an end with a chronological 
organisation in the intervening years. Most life stories do not have this ordered 
pattern and may appear chaotic (Frank, 1995: cited in Coleman, Ivani-Chalian, 
& Robinson, 1999). To be able to hear such stories may assist the person in 
their telling of them and enable resolution of previous conflicts.
Erikson’s stage theory has been criticised as being too idealistic, as 
someone’s chances of ‘failing’ increase throughout their life as they pass 
through more and more stages (Coleman, 1993). However, it is perhaps not 
helpful to strictly interpret the stages, rather to see them as guides for 
understanding what challenges an older person faces when integrating current 
experiences with their past.
Finally, it is important to consider that although Erikson’s stage theory has 
intrinsic appeal when considering older people in western societies, there is 
no evidence to suggest it is applicable in other cultures. It has been suggested 
that several aspects of biological ageing and certain lifespan events, such as 
coping with death are universal, and the meaning of such transitions still have 
to be considered by the individual and therefore the theory is applicable 
(Dittmann-Kohli, 1990). It should not be assumed that this is the case
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however, when working with people from backgrounds where some of the life 
tasks proposed by Erikson are not the ‘norm’.
The family life cycle
The second approach to be considered has also been proposed as a way of 
understanding developmental changes in psychological processes, however, 
the focus is firmly on changes within the context of the family^. It is 
hypothesised that families have a ‘life-cycle’ during which ‘normative 
pathways’ are followed (Burnham, 1986). This approach is perhaps best 
summarised as follows: “change for an individual is seen as making changes 
necessary in some relationships and providing the opportunity for change in 
others” (Burnham, 1986, pp.32). It has been hypothesised that when a family 
does not have the appropriate ‘conflict resolution skills’, they are unable to find 
a way to resolve the temporary impasse caused by a transition and 
symptomatic behaviour in an individual (possibly in the older person 
themselves) appears as a way of the family attempting to solve this (Minuchin, 
1974; cited in Burnham, 1986).
With regard to the transitions that may be considered ‘normative’ for a family, 
they may originate from within or outside the family system, and vary in terms 
of their effect according to factors such as the nature of the trigger (someone 
entering or leaving the system), timing (if a transition was expected or not) and 
whether or not the change can be incorporated within the existing pattern of 
relating within the family or whether a radical overhaul is needed. 
Conceptualising this process within the theory of the ‘family life cycle’ allows 
us to understand the family as changing and evolving system with particular 
‘maturational tasks and demands’ occurring (Green, 1986; cited in 
Richardson, 1992). The family need to be able to accommodate these 
transitions and changes in order to be able to survive.
‘Family’ in this context indicates a wider system than a two-generational nuclear family
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Six stages of the family life cycle have been proposed, they are: leaving 
home, joining of families through marriage, families with young children, 
families with adolescents, launching children and moving on and families in 
later life. Older people have a role in each stage, particularly in the families 
with young children stage, where they may have a new grandparent role and 
in families in later life, where transitions such as physical decline, loss and 
death occur (Carter & McGoldrick, 1999).
It is proposed that older people can only be considered within the context of 
their family unit, particularly as this is how they often receive the majority of 
their support (Richardson, 1992). It is a change of emphasis from seeing the 
individual as the ‘patient’ to seeing the whole family as the ‘patient’. If the 
system around the older person is helped to manage the transition, involving 
the older person themselves, ways can be found of increasing the family’s 
resources to cope with and manage the transition, maintaining the family 
support cycle (Remnet, 1987; cited in Richardson, 1992). This theory 
therefore lends itself to the practice of family therapy where the entire family 
become involved with services to receive input. It is important within this 
framework to see the family as already having the solution to the difficulties 
caused by the transition, although an outside influence (therapists) is needed 
in order for the family to be able to access such solutions (Richardson, 1992). 
Within this therapeutic work, one of the aims is to understand the family 
system’s rules and intergenerational patterns and then to be able to assist the 
family in mobilizing new rules and patterns and to observe the effect it has on 
their system and its way of functioning (Richardson, 1992). It may be that the 
family are applying old solutions to the new difficulties and need support in 
applying new interactional patterns and solutions (Vetere, 2001).
The theory of the family life cycle and the use of family therapy is, therefore, a 
method of understanding and managing transitions that can be applied 
generically, to different families with differing presenting problems at differing 
stages in the cycle. However to apply this approach directly to the examples of
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retirement and moving into residential accommodation, allows exemplification 
of this approach within this context.
In understanding retirement, the issue may be around generational 
boundaries. A transition occurring in one generation of a family, for example 
the grandparent retiring, may occur at the same time as a transition in another 
generation, for example, adolescent children wanting to move away from the 
family. The two transitions may be incompatible, i.e. the grandparent now 
wants to spend more time with their grandchild, who now wants to spend more 
time with their friends. This may cause distress in any member of the family, 
who may come to the attention of services. In order to assist the family, one 
way of mobilising their resources would be to look at generational boundaries, 
and to establish the new boundaries and roles with the family, of the 
grandparent having increasing contact with their peer group, the adolescent 
with theirs (Benbow et al., 1990). It would be important to involve the whole 
family in therapy, as to address only the grandparents issue with retirement for 
example, would not resolve the impasse as part of the initiating problem (the 
adolescent’s move away from the family) would remain. Further, the 
renegotiation of roles surrounding retirement may also involve the dyadic, 
couple relationship between a husband and wife. If a woman used to having 
her own routines and patterns at home suddenly finds her husband is at home 
more due to his retirement, those routines may become disturbed and their 
relationship may go through a state of flux where new roles have to be 
negotiated. Once again, if their attempts to do this are unsuccessful, problems 
may arise, new solutions to which may be found through family therapy 
(Walsh, 1999).
It is important to note at this point the importance of the relationship between 
the therapist and their older clients involved in family therapy as therapists 
tend to be from a younger generation, which although is unavoidable, the 
impact of this should be held in mind (Simon, 1989; cited in Benbow et al., 
1990).
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The family life cycle approach has been specifically applied to working with 
families where an older member has gone to live in a residential home. This 
move is seen as unbalancing the family’s current equilibrium and as disrupting 
the family’s usual ways of interacting with each other (Bogo, 1987; cited in 
Richardson, 1992). Therapeutic work may involve enabling the family to look 
beyond presenting symptoms and distress in the older person, and towards 
seeing the difficulties in the context of a changing family system within a 
societal system (Vetere, 2001).
It is important to consider the nature of the concept of ‘family ‘in this approach. 
Due to cultural and generational differences, what constitutes one person’s 
family as compared to another could be entirely different. Further, it is 
important to consider the influence of family members not in the room during 
therapy. There may be members of the older person’s family that still live in 
their country of origin and their influence and transmitted values may still hold 
a great deal of power over the older person. Such values may be contrary to 
those held by the dominant culture or indeed the person’s children and 
grandchildren (Barnes, 1998).
The efficacy of family therapy has been shown (Vetere, 2001 ). However, it has 
not been routinely offered as a mode of therapy typically available to older 
people (Benbow et al., 1990), so it is more difficult to find evidence for efficacy 
in this client group.
Therefore it can be seen that as with the life-span development approach, the 
theory of the fa
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the family to be aired, and not only allows the older person to move on, but 
also benefits the younger generations, who will no longer carry the conflictual 
elements into their later lives (Walsh, 1999). Further, the two models allow 
positive transitions, such as becoming a grandparent to be understood, as it is 
not only negative events that call for revaluation and renegotiation of individual 
and family roles.
Conclusion
This discussion has considered two of the major life transitions faced in older 
age. Two approaches to understanding and managing these transitions have 
also been discussed. It would seem that there are ways in which 
psychological theory and practice can have a role in assisting older people 
manage transitions; however, whether this is always appropriate is not certain.
It is interesting that both approaches considered here are aimed at 
understanding older people's difficulties and assisting them in ameliorating 
them, but perhaps there is also a hidden aim around reinforcing a 
romanticised image of older people as being quiet, wise and reflective. Is it 
that “the successfully aged (are) those individuals who cause the least fuss 
and still make themselves available for others” (Stuart-Hamilton, 1994, 
pp. 131), the traditional ‘grandparent’ role. Might it be that older people are 
only perceived as having difficulty managing transitions when they do not 
conform to what society expects of them? Perhaps it is important for clinical 
psychologists to maintain a position of enquiry as to whether intervention to 
assist the older person in ‘adjusting’ to their transitions is the most helpful 
approach for that person. To be mindful of this is important, however, to 
ensure that older people have access to the services which they require is 
equally as important.
As the number of older people increases in Britain, due to an increase in life 
expectancy (Laidlaw et al., 2003), it is important when planning services to 
ensure that their needs are adequately met. There is, therefore, a need for 
clinical psychology as a profession to be aware of this (currently unmet) need
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and to try to increase the availability of services to older people. Further, there 
is also a need to consider the potential barriers to older people being able 
access services, whether this is physical access or the stigmatisation of such 
services in this population (Myers & Flarper, 2004). As it has been found that 
older people do respond to interventions as well as younger people (Myers & 
Harper, 2004), it is essential to ensure that the opportunity to do this is 
available.
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Clinical Dossier
Summary of Clinical Placement Experience
Clinical: Placement summaries 92
Adult Mental Health
Location; East Mitcham Community Mental Health Team 
Trust: South West London and St Georges Mental Health NHS Trust 
Dates: October 2002 -  March 2003 
Supervisor: Farzeen Huq
This placement involved working as part of an integrated health and social 
care team.
Presenting problems: I worked with people presenting with depression, 
anxiety, anger management problems, personality disorder, OCD and 
schizophrenia. The clients were aged between 18 and 55.
Assessment: I had the opportunity to observe my supervisor, a Community 
Psychiatric Nurse (CPN) and a Social Worker conducting assessments. I 
carried out joint assessments with my supervisor and some alone. I used the 
Beck Anxiety Inventory, Beck Depression Inventory, Fear of Negative 
Evaluation Scale and the Agoraphobia Cognitions Questionnaire.
Intervention: The interventions were mainly cognitive behavioural (CBT) or 
behavioural in nature. I observed the neuropsychological assessment of one 
client. The interventions were carried out in an outpatient setting, in a 
residential home setting and for one client, in vivo exposure was necessary. 
Other: I carried out my Service Related Research Project on this placement 
and presented the findings to the team. I had the opportunity to attend the 
inpatient ward round and the day hospital for the CMHT.
People with Learning Disabilities
Location: Erjth Learning Disabilities Team 
Trust: Oxieas NHS Trust 
Dates: April 2003 -  September 2003 
Supervisors: Vicky Turk & Caroline Gratton
In this placement I worked as part of a multidisciplinary team for adults with 
learning disabilities.
Presenting problems: I worked with people aged 18 to 61 with significant 
and severe learning disabilities presenting with anxiety, challenging behaviour, 
anger management difficulties, loss and abuse issues and dementia.
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Assessment: Initially I was able to observe my supervisors. I then conducted 
some joint assessments with my supervisors and with other team colleagues, 
as well as alone. I also conducted several extended neuropsychological 
assessments including the WAIS-III, the Vineland Adaptive Behaviour Scales, 
the HALO (Hampshire Social Services Staff Support Levels Assessment) 
short form and the Oliver and Crayton (1993) assessment of cognitive 
deterioration in people with learning disabilities. I also observed the DISCO 
(Diagnostic Interview for Social and Communication Disorders) being 
administered.
Intervention: I worked with clients using CBT, psychodynamic, behavioural 
and systems approaches. The interventions were carried out in a variety of 
settings including residential homes, group homes and day centres; working 
with clients and their carers, paid and unpaid. I carried out some of the 
interventions alone, others with one of my supervisors.
Other: I was involved in a women’s assertiveness group and a research forum 
for service users. I was also a co-facilitator for a two day teaching session to 
paid carers on challenging behaviour.
Children, Adolescents and Families
Location: Redhill and Mole Valley Child and Adolescent Mental Health Service 
Trust: Surrey Oaklands NHS Trust 
Dates: October 2003 -  March 2004 
Supervisors: Lucy Thomas & Sarah Johnstone
This placement was based across two CAMHS services, both with 
multidisciplinary teams.
Presenting problems: I worked with children aged four to 17 who presented 
with anxiety disorders, challenging behaviour, toileting problems, eating 
difficulties, ADHD, Needle phobia, PTSD and trichotillomania.
Assessment: I had the opportunity to observe my supervisors and others 
(family therapist and psychiatrist), as well as conducting joint assessments 
with my supervisors and alone. I administered the WISC-III, WPPSI-R, 
WORD, WOND the Behavioural Screening Questionnaire and the Spence 
Children’s Anxiety Scale.
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Intervention: I worked with children using CBT, systemic and behavioural 
approaches, alone or with one of my supervisors. For some children, child 
protection issues were paramount. I worked in school, clinic and day service 
settings with children, their families and teachers.
Other: I co-facilitated a teaching session on ADHD and Autistic Spectrum 
Disorders. I also spent a day at a pupil referral unit with children with complex 
needs.
O lder People
Location: Wandsworth Community Mental Health Team for Older People 
Trust: South West London and St Georges Mental Health NHS Trust 
Dates: April 2004 -  September 2004 
Supervisor: Sophia Messari
I worked with a multi-disciplinary community team which had close links with 
an inpatient ward and a day hospital.
Presenting problems: The clients presented with depression, anxiety 
disorders, dementia, bereavement, eating disorders and carer stress. The 
clients were aged between 72 and 89.
Assessment: I was able to observe my supervisor and other members of the 
team as well as carry out some joint work with them (including interventions). I 
carried out neuropsychological assessments using, amongst others, the 
National Adult Reading Test (NART), the Rey Complex Figure Test, Trail 
Making Test, the Geriatric Depression Scale, the WTAR and the WMS-III. 
Intervention: Interventions were CBT, systemic and behavioural in nature. 
The interventions were carried out in the day hospital, the inpatient ward and 
in the community (including in residential care home settings), with the clients 
and their carers, paid and unpaid. I was also involved with a systemic family 
therapy group and saw three families for a number of sessions.
Other: I ran an eight-week group in the day hospital with a nursing colleague 
on ‘coping with low mood'.
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Specialist
Location: Community Children’s Nursing Team & Greenwich Child and 
Adolescent Mental Health Service
Trust: Queen Elizabeth Hospital NHS Trust & Oxieas NHS Trust 
Dates: October 2004 -  September 2005 
Supervisor: Lynne Benjamin
This placement was based in a community nursing team for children within a 
local general hospital setting. I was providing a paediatric liaison service from 
the CAMHS team.
Presenting problems: I worked with the parents of a 4 month old baby who 
had been born prematurely to doing individual work with a 16 year old. The 
range of presenting difficulties included issues of low self esteem and 
depression in children who had been bullied, difficulties in managing treatment 
regimes for a chronic condition and grief reactions; for parents in adjusting to 
their child’s diagnosis and in the death of a child for school staff.
Assessment: I assessed children alone or with a community nurse specialist 
in a paediatric clinic setting. I carried out a risk assessment with a social 
worker for a child potentially at risk. There were child protection issues for 
several children I worked with, I regularly liased with the trust lead nurse for 
safeguarding children on such matters.
Intervention: I carried out a range of interventions, alone or in conjunction 
with nursing colleagues, using brief solution focussed, motivational 
interviewing, systemic, CBT and behavioural approaches.
Other: As I was the first trainee to be working in the nursing team, I was 
involved in service development and the management of referrals. I was also 
involved in a regular parent support group for the parents of children with 
diabetes.
Summary of Clinical Case Reports
Clinical: Case report summaries
Adult Mental Health
Ms Smith was a 25 year old white British woman presenting to a Community 
Mental Health Team with symptoms of anxiety.
Referral and presenting problem
Ms Smith was referred to the service by her GP. She presented with anxiety 
symptoms, particularly panic attacks, which she experienced when alone.
Initial assessment
A cognitive behavioural therapy (CBT) approach was taken during the 
assessment sessions, as this approach has been found to be efficacious 
when working with people with anxiety disorders. The assessment was 
conducted over three sessions, in one of which Ms Smith’s mother also 
attended. The background history to Ms Smith’s difficulties was obtained. She 
had her son at a young age, and had begun to experience symptoms of 
anxiety during her pregnancy. She had also experienced several traumatic 
losses over recent years. At the time of assessment, she was unable to spend 
any amount of time alone and relied on reassurance from her mother and 
boyfriend. She completed the Beck Anxiety Inventory (BAI), scoring 52, 
indicative of a severe level of anxiety. She also completed a panic diary at this 
point to obtain further information about her difficulties.
Formulation
An adapted form of Clark’s model of panic (Wells, 1997) was used to provide 
a formulation of Ms Smith’s difficulties. It was felt that the panic attacks she 
had experienced several years before had caused her to enter a cycle of 
avoidance of situations which heightened her anxiety, namely, being alone. 
This approach, coupled with her strategy of reassurance seeking also led to 
her being unable to disconfirm her catastrophic predictions about what would 
happen to her if she were to be left alone. She experienced negative 
automatic thoughts about her ability to cope if left alone which triggered the 
cycle of panic.
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Intervention
A CBT approach was used in the intervention. This included graded exposure 
to being alone and the gradual reduction in the safety behaviours of avoidance 
and reassurance seeking. This enabled her to challenge the negative 
automatic thoughts she had about her ability to cope alone. A reformulation of 
her difficulties took place after eight sessions which incorporated the influence 
of core beliefs laid down in early life. Six sessions specifically working with her 
core beliefs took place.
Outcome
At the last session the client’s BAI score had reduced to 16, a mild to 
moderate level of anxiety. Ms Smith had been able to go out of the house 
alone and had made a bus journey unaccompanied. She remained anxious 
when alone, however, but felt more able to attempt to do this and consider 
goals for her future for the first time.
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People with Learning Disabilities
Linda Thomas was a 39 year old white British woman with a mild learning 
disability presenting with difficulties in managing angry feelings.
Referral and presenting problem
Linda was referred by her social worker for ‘aggression and bullying 
behaviour’ whilst at the day centre she had attended for many years.
Initial assessment
During the initial assessment, information was obtained from Linda’s social 
worker and staff at the day centre as well as from three sessions with Linda 
herself. Staff reported that she would shout and swear and hit other clients at 
the day centre. Linda lived independently with the assistance of live-in carers 
and would become aggressive and angry with her neighbours if left alone. 
Linda’s understanding of her difficulties was that she became angry with 
people for no reason and very much wanted to change this. Linda had little 
contact with her mother since an early age when she had gone to live with her 
father after her mother ‘could not cope’. Her father had sexually abused Linda 
during her adolescence. She had also lost several close members of her 
family. Linda felt that she had difficulties in managing her anger for many 
years.
Formulation
Malan’s (1995) triangle of conflict model was used to understand Linda’s 
difficulties. It was hypothesised that she had suppressed painful feelings of 
loss and rejection which were being defended against in the expression of her 
anger. The ‘triangle of person’ was also employed to understand her 
relationships with the parent (in the past), the other (in the present) and 
transference (with the therapist during therapy).
Intervention
The formulation guided the intervention. The themes of Linda’s relationships 
with her mother and father as well as her identity as a woman with a learning
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disability were explored. She began to express feelings of anger towards her 
family for the abandonment, abuse and rejection she had experienced. 
Interpretations were made to Linda and the transference occurring between 
her and myself was explored. At the last session Linda’s key worker at the day 
centre met with Linda and I for a feedback session.
Outcome
During the therapy Linda was able to discuss her life experiences and the 
associated unresolved pain. She reported throughout that there had been a 
reduction in her feelings of anger. She had fewer arguments with other clients 
and at home. Some difficulties remained in her relationships with day centre 
staff, with whom she had unfortunately established a negative reputation, 
which the staff members found hard to change.
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Children, Adolescents and Families
Katie Hawkins was a six year old white British girl with eating difficulties. 
Referral and presenting problem
Katie was referred to a Child and Adolescent Mental Health Service (CAMHS) 
by her GP who stated that she was ‘refusing to eat’ and that she thought she 
was fat and needed to lose weight. Katie had also reported abdominal pain 
and was sometimes refusing to attend school.
Initial assessment
Two assessment sessions were carried out with Katie and her mother, Carol, 
who disclosed that she was being treated for unresolved post-natal 
depression following the birth of her baby son. Katie’s father and younger 
brother also attended the second assessment session. Carol said that her 
daughter had refused to eat on occasion and also had difficulties going to the 
toilet, frequently withholding faeces and subsequently had constipation and 
faecal soiling. Katie also had difficulties sleeping and would go to sleep with 
Carol when her father was working a night shift. Carol reported some 
difficulties in her relationship with her husband.
Formulation
A behavioural approach was used to formulate Katie’s difficulties. The 
predisposing, precipitating, maintaining and protective factors for her 
difficulties were considered in the formulation. It was felt that Carol’s 
depression had affected her relationship with her daughter which led to 
unhelpful patterns of interaction being set up around food. Katie’s negative 
behaviours were being reinforced by her parents who responded (albeit in a 
negative manner) to the behaviour. However, the family were keen to work 
together to make changes.
Intervention
A behavioural approach was used in the intervention, which lasted over eight 
sessions.
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The eating difficulties were initially the focus of the intervention. The 
completion of food diaries revealed that the quantity of Katie’s food intake was 
actually adequate. The intervention therefore focussed on the family’s 
relationship with food and Katie’s behaviour at mealtimes. The sleeping and 
toileting issues were also included in the intervention and behavioural 
strategies such as star charts taught to the parents. In the final part of the 
work, the parent’s relationship difficulties came to the fore and a session was 
spent alone with them to discuss this. Carol also received help from adult 
mental health services during the intervention period.
Outcome
Katie was able to resolve her difficulties with eating and sleeping, however, 
some difficulty remained for her with faecal soiling. Katie had also displayed 
increasing outbursts of anger and sadness towards the end of the sessions. It 
is possible that a more systemic approach may have assisted the family in 
being able to resolve the underlying patterns of conflict that had been 
established. However, the behavioural skills the family learned enabled them 
to have a different way of relating to each other that broke some of the 
negative patterns. Carol was encouraged to seek further help for her 
depression, which remained unresolved and would potentially continue to 
affect her relationship with her daughter.
Clinical: Case report summaries -103
Older People
Margaret Hitchen was an 87 year old white British woman presenting to a 
Community Mental Health Team for Older People with memory deterioration.
Referral and presenting problem
Margaret was referred to the service by her GP who reported that her short 
term memory had deteriorated. The Consultant Psychiatrist from the team had 
asked me to assess whether Margaret may have dementia, and if so, whether 
it was of a particular type.
Initial assessment and formulation
Margaret reported that she found it difficult to remember things and had lost 
confidence in her memory. She lived with her daughter who reported that her 
mother was unable to do things around the home and that she feared she 
would get lost if she was to go out alone. She reported that her mother’s 
memory had gradually deteriorated in the last two years following surgery. 
Margaret reported that she also felt low in mood. Four potential hypotheses 
were offered: that Margaret had Alzheimer’s disease, that she had vascular 
dementia, that she had a mixture of both types of dementia or that she was 
depressed.
Neuropsychological assessment
A battery of neuropsychological tests was selected to assess Margaret’s 
cognitive functioning over several domains. These included the MART and 
WTAR to assess pre-morbid functioning, the WAIS-III to asses her general 
cognitive functioning, the WMS-III to assess memory. Trail Making test to 
assess speed of information processing and executive functioning, COWAT 
and semantic fluency tests to asses verbal and semantic fluency and two 
measures of mood and anxiety. Margaret had hearing difficulties and did not 
wear a hearing aid which could have affected the administration of the tests. 
Margaret’s pre-morbid functioning was in the high average range. Whilst her 
general cognitive functioning was still in this range, the memory assessment 
found that she was in the average range for memory abilities. This indicated
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that although functioning at an average level compared to her peers, she had 
suffered a decline in her memory ability. The third hypothesis, that she had a 
mixed presentation of Alzheimer’s disease and vascular dementia was 
supported by the assessment findings.
Outcome
The findings of the neuropsychological assessment were fed back to Margaret 
and her daughter at the same time as an Occupational Therapy assessment. 
It was important for Margaret to hear that she was still functioning at an 
average level in terms of her memory and at a higher level in terms of her 
general intelligence, in order to regain some confidence in her abilities. 
Margaret and her daughter were also informed that the pattern of cognitive 
functioning revealed in testing suggested she had dementia, and that this 
meant she was likely to experience further decline, particularly in her memory 
functioning. Strategies to enable her to recover some independence were 
discussed.
Clinical: Case report summaries -j Q5
Specialist
Laura Campbell was an 11 year old girl of white British ethnicity with type one 
diabetes.
Referral and presenting problem
Laura was referred to me by a Diabetes Nurse Specialist from the Community 
Children’s Nursing Team, where I was on placement. The referrer was 
concerned about Laura’s mother, Jane’s, adjustment to her daughter’s 
diagnosis of type 1 diabetes made ten months previously. The Nurse 
Specialist was concerned as she felt Jane was restricting Laura’s diet to 
maintain control of her diabetes, a method of control considered medically 
inappropriate. She also noted difficulties in Jane and Laura’s relationship.
Initial assessment
Two assessment sessions were carried out with Laura and Jane. Jane felt that 
initially she and Laura had accommodated the diagnosis of diabetes into their 
lives; however, after a period of months since the diagnosis, Jane had begun 
to experience some difficult feelings. She expressed feelings of sadness about 
the loss of her healthy daughter, accompanied by feelings of guilt and anger. 
Jane’s usual coping strategy of ignoring the problem until it went away was 
not possible in dealing with diabetes as it could not be ignored. In order to 
manage her feelings of powerlessness, Jane was exerting unduly strict 
routines onto her daughter to manage the diabetes, for example, not allowing 
even small amounts of ‘banned foods’ such as chocolate and feeling that she 
had failed if any small deviation from their routines occurred. Jane disclosed 
that her childhood had been chaotic and that she wished for a different 
experience for her children.
Formulation
A review of the literature revealed that reactions akin to bereavement are 
common in parents whose child is diagnosed with diabetes and a period of 
considerable adjustment is required. Jane’s own childhood and the values and 
expectations of what it means to be a parent may have also impacted on her
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beliefs about feelings and her relationship with her daughter; that she should 
behave in a certain way to be seen to be coping. A brief solution focussed 
therapy approach was used to formulate the family’s difficulties. This enabled 
us to consider what resources the family already possessed to find solutions 
to their difficulties. This approach has been found to be efficacious in working 
with children with diabetes.
Intervention
Four sessions were carried out using a brief solution focussed intervention. 
The focus was on Jane being able to see Laura as something other than a 
‘diabetic’ and to be able to introduce some flexibility into their diabetic 
management routines. Further, Jane’s own childhood was discussed in a 
session held with Jane alone. This enabled Jane and Laura’s relationship to 
be held in focus as we considered what it meant to Jane to be a parent and 
how she interpreted Laura’s behaviour. During the intervention it was revealed 
that Jane and Laura had found out that another girl who attended the same 
diabetic clinic was Laura’s half-sister. This provided Jane with an 
understanding that it was her ex-husband that had ‘given’ Laura diabetes 
(diabetes has a genetic component) and felt relieved that it was not her ‘fault’. 
Laura expressed interest in meeting another child with diabetes (although not 
specifically naming her half sister) at this time.
Outcome
The goals for the intervention were met as Jane was no longer restricting 
Laura’s diet and they felt more ‘at ease’ with the diabetes. However, issues 
were raised regarding Laura’s half sister and her potential desire to meet her. 
This was potentially a source of conflict between Jane and Laura as Jane did 
not want this to happen. The intervention was planned to continue in a 
different vein, with more of a focus on Jane and Laura’s relationship.
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Abstract
Rationale; A new policy stipulating that correspondence between 
professionals should be copied to the client to whom it referred was 
implemented in an adult services directorate of a mental health NHS Trust. 
There was a perceived need to evaluate health and social care professionals’ 
attitudes to the policy.
Objectives: To gain an understanding of attitudes towards the policy held by 
health and social care professionals working in particular Community Mental 
Health Teams (GMHTs).
If such attitudes are found to be varied, to determine whether professional 
grouping has any bearing on the variation.
Design: A mixed design was planned. A non-experimental descriptive design 
and a quasi-experimental, one-way independent groups design.
Setting: GMHTs in a directorate of a mental health NHS Trust.
Participants: All health and social care professionals working within the 
above organisation at the time of the study.
Main Outcome Measures: Responses to an attitude questionnaire given to 
participants.
Results: A response rate of 38% was achieved. A variety of attitudes were 
found, both positive and negative, towards the new policy. A Kruskall-Wallis 
test did not detect a significant difference between professional groups in 
these attitudes.
Conclusions: Results are discussed in terms of previous research and the 
need for further work. Particular implications for clinical psychology are 
highlighted.
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Introduction
NHS policy documentation has reflected a shift in current thinking about the 
rights of patients to have access to their medical records and other written 
documents containing information about them (NHS Management Executive, 
1990; NHS Management Executive, 1995). This ethos of greater involvement 
for clients, who have access to their own health records and are empowered 
to make choices regarding their health care is reflected in the NHS Plan 
(Department of Health, 2000, p.89), which states that in the future “letters 
between clinicians about an individual patient’s care will be copied to the 
patient as a matter of right". A working group was set up by the NHS 
Executive to look at potential issues that implementing such a policy may 
bring. Their recommendations (Working Group on Copying Letters to Patients,
2002) included a likely NHS-wide implementation date of 2004.
A Community Mental Health Team (CMHT) conducted a pilot project of 
copying correspondence to clients to assess the likely impact of a wider 
policy. The pilot project found a generally positive response from the clients 
surveyed (Rozewicz, 2002), however, feedback from clinicians was more 
mixed, with concerns raised about damage to the therapeutic relationship, 
causing distress to the client and preventing the free flow of information 
(Perkins, 2003)\ Specifically, clinical psychologists who provided feedback on 
the pilot scheme were concerned about the response of clients if they were to 
receive a letter after termination of therapy. The clinical psychologists were 
also uncomfortable about the dissemination of findings of psychometric 
assessments (Perkins, 2003).
In 2002, the policy of copying all correspondence to clients with some 
exceptions (appendix 1) was rolled out across the whole of the adult 
directorate of an NHS Trust of which the pilot CMHT was a part (Perkins,
2003).
^ R. Perkins, unpublished conference presentation, ‘Copying Correspondence to Clients: Is it 
a Problem?’ from regional branch of British Psychological Society Division of Clinical 
Psychology Conference. 24.1.2003.
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Two months after the implementation of the new policy, anecdotal evidence 
suggested the health and social care professionals who were now copying 
their correspondence to the client to whom it referred had mixed views of the 
impact of this policy. As this policy will be extended throughout the NHS, it is 
worth considering how it will be received by those clinicians directly affected 
by it.
Considering client’s views is essential. Feeling listened to and increasing self­
esteem are two of the positive outcomes that have been observed (Asch, 
Price, & Hawks, 1991). However, managing cultural change for clinicians, 
which was highlighted as a factor in the working group’s report (Working 
Group on Copying Letters to Patients, 2002) is also important when 
considering the effectiveness of the policy.
This policy may be more relevant to certain groups of health and social care 
professionals, as the production of correspondence may be more central to 
their role. Relevance of the policy may affect their views. However, perhaps it 
can be assumed that all health and social care professionals will hold an 
attitude about the policy despite its personal relevance. Discovering more 
about these issues and tapping attitudes in general could provide information 
to feed back to policy implementors, informing future practice.
Therefore, the objectives of this study were:
To gain an understanding of attitudes towards a policy of copying 
correspondence to clients held by health and social care professionals 
working in particular GMHTs.
If such attitudes are found to be varied, to determine whether professional 
grouping has any bearing on the variation.
In determining the research questions, the investigator carried out a three 
stage process. Firstly, the author consulted with a clinical psychologist 
working within one of the GMHTs to be included in the study. Secondly, using
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the current knowledge base, areas of previous study were identified and 
consistent themes drawn out. Finally, the investigator attended a workshop on 
the issue of copying correspondence to clients organised and attended by 
clinical psychologists, where some themes were drawn out.
Research questions rather than hypotheses will be used in this study, as it is 
exploratory in nature. The research questions were:
1. What attitudes are held by health and social care professionals about 
the policy of copying correspondence to clients?
2. Do health and social care professionals feel that the policy is 
detrimental to clients?
3. Has the policy of copying correspondence to clients affected the health 
and social care professional’s perceptions of their practice?
4. Is there a difference between different professional groups within 
CMHTs in their attitudes towards copying correspondence to clients?
Ethics
It was felt that this study fell within the remit of clinical audit (appendix 2), 
therefore, not necessitating submission to the scrutiny of an ethics committee. 
The nature of the study allowed participants to fill in the questionnaire without 
colleagues, nor the researcher being able to identify them. Further, the 
participants were able to opt out of taking part in the study by not sending 
back the questionnaire, again anonymously.
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Method
Setting
All 23 CMHTs in a directorate of an NHS Trust where the investigator was on 
a clinical placement as part of clinical psychology training. The trust was a 
large organisation, operating in a region of a city, providing mental health and 
social care services to an ethnically diverse population of adults.
Participants
All health and social care professionals working within the above organisation 
at the time of the study, including trainees and students.
Measures
A questionnaire (appendix 3) was designed by the author for the purposes of 
this study. It was not possible to use an existing questionnaire as there were 
none available that had suitable items in order to answer the research 
questions of this study. In order to generate the items for the questionnaire, 
the literature review, information from the clinical psychologist consulted and 
the information from the conference were considered.
The procedure for generating the questionnaire items was based on published 
guidelines (Barker, Pistrang, & Elliott, 1994a; Oppenheim, 1992). 
Consideration was given to the design and layout of the questionnaire, again 
based on previous work (Fitzpatrick, 1991a; Fitzpatrick, 1991b; Viljoen & 
Wolpert, 2002).
There was one negative item and one positive item for each research 
question. Likert scales from 0 to 5 (strongly disagree to strongly agree) were 
used. Thus, six items were created to attempt to answer the first three 
research questions. Items 1 and 4 tap general attitudes to the policy and 
relate to research question one. Items 2 and 5 consider the respondent’s view 
on the impact of the policy on clients and relate to research question two. 
Items 3 and 6 consider the professionals’ view of their practice and relate to 
research question three.
Research: SRRP 115
To consider the fourth research question two further items were included in 
the questionnaire. One question asked respondents to place themselves in 
one of four categories depending on whether they perceived the production of 
written correspondence to be a significant aspect of their role. A further item 
asked the respondent to place themselves in one of five professional 
categories. As it could not be assumed that certain professionals produce 
more correspondence as a function of their role, it was decided to include 
these two items to categorise professionals according to the amount of written 
correspondence they produce with the aim of dividing the respondents into 
high and low producers of correspondence and to compare these two groups.
Information was included at the beginning of the questionnaire to indicate the 
nature and purpose of the study and to clarify confidentiality and anonymity. 
This was to allow participants to understand what the responses would be 
used for, in order that they may provide informed consent to take part. Contact 
information for the investigator and instructions for completion were also 
included on the questionnaire.
A provisional format of the questionnaire was discussed with the clinical 
psychologist previously involved in the generation of themes. Items were 
revised for content and wording and the final version established (appendix 3).
As the questionnaire was created specifically for this study, reliability and 
validity were measured. As there were no other measures to compare the 
questionnaire with and there were a small number of items, content validity 
was the only aspect of validity to be considered. Domains were established 
through expert sampling and the questionnaire was designed to answer the 
research questions of this study. Reliability of the questionnaire was 
measured post-hoc.
Procedure and design
Twenty questionnaires were sent to each CMHT. A covering letter was sent to 
the CMHT manager with each batch, giving a direct point of contact with the
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investigator and a request to distribute the questionnaires to their team. Based 
on information from previous studies (Viljoen & Wolpert, 2002) it was also 
decided to send out envelopes, with the reply address on, indicating on the 
questionnaire that the internal post system of the organisation could be used. 
Replies were received over a seven week period.
A mixed design was planned. A non-experimental descriptive design and a 
quasi-experimental, one-way independent groups design to compare between 
the different professional groups (high and low producers of correspondence).
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Results
The Cronbach’s alpha value obtained for the questionnaire was a = 0.85. This 
indicates a good level of internal consistency (Barker, Pistrang, & Elliott, 
1994b).
Of the 460 questionnaires sent out, 175 replies were received, indicating a 
response rate of 38%. However the true response rate may be higher, as 
although 20 questionnaires were sent to each CMHT, in the majority of 
CMHTs there were less than 20 potential responders, however, no check was 
made on this.
The findings will be presented in order of the research questions. The data 
were analysed using SPSS (Norusis, 2001). As the data were ordinal, 
frequencies and the mode value are presented.
Research question one
It can be seen from figure 1 that respondents mostly agreed with the 
statement that their job had been made more difficult by copying 
correspondence to clients.
mode mode
& 
s3
cr
2 
u_
Strongly disagree Disagree a little Agree somewhat
Disagree somewhat Agree a little Strongly agree
Makes job more difficult 
Figure 1 : Bar chart displaying the frequencies of values for item one of the questionnaire
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Figure 2 displays a range of agreement and disagreement with the idea of 
being glad the new policy was introduced.
mode
Strongly disagree Disagree a little Agree somewhat
Disagree somewhat Agree a little Strongly agree
Glad this policy has been introduced
Figure 2: Bar chart displaying the frequencies of values for item four of the 
questionnaire
Research question two
Respondents generally agreed that copying correspondence to clients 
enabled them to become more involved in their care (figure 3).
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mode
i l  0
Missing Disagree somewhat Agree a little Strongly agree
strongly disagree Disagree a little Agree somewhat
Enables clients to be more involved in their care 
Figure 3: Bar chart displaying the frequencies of values for item two of the questionnaire
Figure 4 reveals a strong tendency for respondents to agree with the 
statement that copying correspondence to clients has the potential to cause 
them harm or upset.
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mode
(D 10 -
Strongly disagree Disagree a little. Agree somewhat
Disagree somewhat Agree a little Strongly agree
Potential to cause harm or upset to clients 
Figure 4: Bar chart displaying the frequencies of values for item five of the questionnaire
Research question three
The majority of respondents agreed with the statement that they had restricted 
the content of their correspondence (figure 5).
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mode
Q) 10 -
LL 0
Missing Disagree somewhat Agree a little Strongly agree 
Strongly disagree Disagree a little Agree somewhat
Now have to restrict content 
Figure 5: Bar chart displaying the frequencies of values for item three of the questionnaire
It can be seen from figure 6 that similar amounts of respondents agreed as 
disagreed with the statement that copying correspondence to clients had 
enhanced their professional practice.
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mode
ü  1 0 -
Missing Disagree somewhat Agree a little Strongly agree 
Strongly disagree Disagree a little Agree somewhat
Enhanced professional practice?
Figure 6: Bar chart displaying the frequencies of values for item six of the questionnaire
Research question four
initially it was planned to divide the sample into high (‘significant aspect of 
role’ and ‘part of role’) and low (‘produce very few’ and ‘do not produce any’) 
correspondence producers and to relate this to professional group. However, 
it can be seen from table 1 that if this categorisation were to be used, the 
majority of respondents would have been ‘high producers’, thus not allowing 
further analysis. Therefore, further analyses focussed on considering actual 
professional grouping.
Quantity of correspondence 
produced
Number of 
respondents
Significant aspect of role 98
Part of role 58
Produce very few 10
Do not produce any 1
Table 1: Respondents categorisation of the quantity of letters/correspondence they produce
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The number of respondents in each of the professional groups can be seen in 
figure 7.
o  1 0 -
Missing Social Work Psychology
CRN Psychiatry OT
Which professional role?
Figure 7: Bar chart displaying the number of respondents in each professional group
To reduce the chance of a type one error occurring (Barker, Pistrang, & Elliott, 
1994c) the questionnaire items (1-6) were summed for each respondent 
(having reversed the negatively worded items) to give a total score (indicating 
overall attitude to the new policy), therefore, a single test could be carried out. 
As the data did not meet the assumptions for parametric analyses a Kruskall- 
Wallis test was carried out. This test did not detect a significant difference 
between professional groups in their attitudes to the new policy (X^(4, N=175) 
= 5.096, p= 0.278). Table 2 shows the associated descriptive statistics for the 
test.
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Professional role Mean Standard deviation
Community Psychiatric Nurse 10.02 6.923
Social Work 12.72 6.144
Psychiatry 10.97 7.420
Psychology 13.59 6.704
Occupational Therapy 11.08 4.573
Table 2: Descriptive statistics associated with the Kruskall-Wallis test 
M issing data
Figures 1 to 7 show the amount of missing data for each questionnaire item. 
The greatest amount of missing data was for the item that asked about 
professional group. This is most likely due to the respondents not wishing to 
be identified.
Further data
Some of the participants added comments to their questionnaires. Some of 
these comments were collated to add further information to the study and can 
be found in appendix 4.
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Discussion
Interpretation of results
As this study was exploratory in nature, the following interpretations are purely 
speculative.
The majority of respondents felt that their job had been made more difficult 
since they had begun copying correspondence to clients. This was a concern 
raised in the initial pilot study conducted at one of the CMHTs (Perkins, 2003). 
However, it is interesting that similar amounts of respondents agreed as 
disagreed with the statement asking whether they were glad the policy had 
been introduced. This overall attitude perhaps reflects ambivalence about the 
policy and its implications.
Respondents clearly felt that there was the potential to cause harm to clients, 
however, the majority of respondents felt that clients were also now more able 
to become involved in their care. This finding is perhaps not as contradictory 
as it may first appear. It is possible that respondents may have had different 
clients in mind when considering each item. Perhaps not every client wishes 
to receive copies of their correspondence (Thomas, 1998). This is considered 
in the policy wording (appendix 1), however, even if clients consent to receive 
correspondence, clinicians may be concerned that there may be differences in 
the way in which a client receives information contained in the 
correspondence.
Although respondents felt that they had had to restrict the content of their 
correspondence, approximately half of respondents felt that their professional 
practice had been enhanced. A previous study has also found that omissions 
were made from psychiatrist’s letters to GP’s when the writer was aware that 
the client would receive a copy (Murray, Nandhra, Hymas, & Hunt, 2002). This 
has implications regarding the flow of information passing between health and 
social care professionals. It has been found, however, that vital information 
(e.g. potential risk) is passed on in other formats, through face-to-face contact 
or a subsequent letter (Murray et al., 2002). It is possible that as respondents
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feel that their practice has been enhanced, ‘restriction’ of correspondence may 
indicate letters that contain less jargon and unnecessary information.
Although originally it was planned to compare high and low producers of 
correspondence, this was not carried out, as the majority of respondents felt 
they were ‘high’ producers. Therefore, the analysis focussed on comparison of 
actual professional groupings. Professional grouping had no bearing on 
attitudes to the new policy as measured by the questionnaire items. However, 
as the initial expectation was that the relevance of the policy would have a 
bearing on the respondents’ attitudes, due to their response to the question of 
significance of correspondence production, the policy is potentially relevant to 
everyone. Therefore, it is perhaps not surprising that there were no 
differences between professional groups given the initial premise. Further, 
now that health and social care professionals all work together within the 
umbrella of the CMHT, it is possible where once divergent views would be 
held by members of different professional groups, cohesion is the result of 
closer team-working.
The quotes contained in appendix 4 reveal some of the concerns respondents 
had about the new policy and provide further information as to why the above 
pattern of attitudes was obtained.
Limitations
There were some areas of this study which, if it were to be repeated should be 
considered. The questionnaire designed and used in this study taps only a few 
attitudes to the policy. The fixed response format may have further restricted 
expression of such attitudes. There was no scope for exploration and to probe 
respondents as to how exactly the policy could be harmful, for example. The 
response rate of 38% indicates therefore, that 62% of questionnaires sent out 
were not returned. It is possible that the 62% could hold very different 
attitudes to those that did respond. It is not possible to know whether this is 
the case within the remit of this study.
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Implications
A range of responses to the questionnaire were obtained and the scale was 
found to have a good level of internal consistency indicating that it is tapping a 
unitary domain, also indicating construct validity (Oppenheim, 1992). 
Replication of this study using the same questionnaire is therefore possible 
and may be particularly salient once the policy of copying correspondence 
becomes more widespread across mental health services, and the wider NHS. 
Further expansion of the format of the study to include a longer questionnaire, 
with pre-determined hypotheses rather than research questions may also 
provide further information in future studies.
It is apparent that the majority of respondents are generally in favour of the 
new policy, as it has the potential to empower clients and improve 
professional practice. However, there is still the potential to cause harm and 
the health and social care professionals included in this study felt their jobs 
had become more difficult. It is acknowledged by the NHS Executive working 
group that this change constitutes not only a change in procedure but also a 
‘culture change’; “the working group also understands that for many health 
professionals, the policy represents a major culture change" (Working Group 
on Copying Letters to Patients, 2002, p.1). Acknowledgment in policy 
documents is one aspect of managing change, however, there is also scope 
for the health and social care professionals directly affected by the policy to 
receive training as recommended in the working group’s report.
There are further implications for clinical psychology as an individual 
profession. Copying post-assessment letters to the client may take on a 
completely different meaning depending on which theoretical orientation the 
clinical psychologist is working from (Levy, 2003). For example, a clinical 
psychologist working from a psychodynamic approach would probably 
produce a very different letter to one working from a Cognitive Behaviour 
Therapy approach, with different implications. This one aspect indicates that 
the policy of copying correspondence to clients merits further consideration by 
clinical psychologists and psychotherapists in particular.
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Appendix 1
Extracts from Policy Document
All letters written by professionals within the Adult Services Directorate written 
to other professionals within or outside the trust should be copied to the 
person to whom they refer except:
• Where the letter contains personal data that would reveal information 
which relates to and identifies another person.
• Where permitting access to the information contained in the letter 
would be likely to cause serious harm to the physical or mental health 
or condition of the person to whom the letter relates or any other 
person (including a health professional), or
• Where the person indicates that they do not wish to receive copies of 
correspondence relating to their care.
This policy relates only to letters, not to Enhanced Care Plans and Risk 
Assessments.
The envelope in which the copy of the letter is sent should be marked ‘Private 
and Confidential’.
Letters should avoid jargon and be written in a language that is 
understandable to the client.
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Appendix 2
Audit Declaration Form
MATERIAL REDACTED AT REQUEST OF UNIVERSITY
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Appendix 3
Questionnaire -  (not original sizing)
As you may be aware, the adult services directorate within brought in a policy in October 
2002, requiring that all correspondence between professionals should be copied to the 
client. As the directorate has taken an early lead on this policy, this questionnaire has been 
designed to give you as a health or social care professional the chance to express what you 
think.
All 23 CMHTs in the Adult Services Directorate are being invited to take part in this survey. 
There is no need for you to write your name on this questionnaire, as it is anonymous. 
All responses are confidential and will only be used for the purposes of this study.
If you have any questions please contact Thank you.
Please circle the most relevant number for each question
1. On the whole, copying correspondence to clients makes my job more difficult
0 1 2 3 4 5
strongly Disagree Disagree Agree a Agree Strong
Disagree Somewhat a Little Little Somewhat Agree
2. Copying correspondence to clients enables them to become more involved in their care
0 1 2 3 4 5
Strongly Disagree Disagree Agree a Agree Strong
Disagree Somewhat a Little Little Somewhat Agree
3. As 1 am now aware that clients receive a copy, 1have had to restrict the content of my
correspondence
0 1 2 3 4 5
Strongly Disagree Disagree Agree a Agree Strong
Disagree Somewhat a Little Little Somewhat Agree
4 .0n  the whole, 1am glad that this policy has been introduced
0 1 2 3 4 5
Strongly Disagree Disagree Agree a Agree Strong
Disagree Somewhat a Little Little Somewhat Agree
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5. Receiving copies of correspondence has the potential to cause clients harm or upset 
0 1 2  3 4
Strongly
Disagree
Disagree
Somewhat
Disagree 
a Little
Agree a 
Little
Agree
Somewhat
Strongly
Agree
6. Copying correspondence to clients has enhanced my professional practice 
0 1 2  3 4
Strongly
Disagree
Disagree
Somewhat
Disagree 
a Little
Agree a 
Little
Agree
Somewhat
To assist in the classification of your answers:
How integral is the production of written correspondence/letters to your role?
D  Producing letters is a very significant aspect of my role Q  I produce very few letters 
Q  Producing letters is a part of my role 0  I do not produce any letters
Which of the following categories of professional role do you feel most closely applies to you? 
D  Community Psychiatric Nursing D  Psychology
Q  Social Work Q  Occupational Therapy
Q  Psychiatry
Please return in the accompanying envelope in the internal post to:
Strongly
Agree
Thank you
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Appendix 4
Comments from respondents
“There is also the issue of most clinicians will almost unconsciously be 
changing their letters”
“Instead of spending NHS budget on postage, more cash should be injected 
into community resources”
“...one also writes half-truths to the GP’s, so they’re never completely 
informed about what we are thinking. It means one cannot make completely 
objective descriptions of patients, as clearly these would sometimes (often) be 
offensive”
“I believe it’s vital that the trust knows that although useful in terms of 
satisfaction, there is no proven efficacy or safety. I hope the trust knows that 
there is a lot of opposition to this policy and in how it was implemented”
“I like to be open in these letters and the fact that the client saw them would 
be most inhibiting”
“The referrer receives in my opinion a poor service in terms of communication”
“All copies should have a note to say that it is not a legal document and 
should not be circulated without the originators consent”
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Appendix 5
Evidence o f feedback to service
26-" August 03
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1 can confirm that Jenny Cropper presented the findings of her service 
related research work entitled "/feofr/i aoc/d/ ewe '
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Abstract
Title: The identification of factors associated with a difficult induction of 
general anaesthesia in children.
A im : To ascertain which factors in the pre-operative period are related to a 
difficult induction of general anaesthesia.
Setting: A large children’s hospital in a city in the UK.
Participants: 49 children aged four to seven years of age who underwent a 
procedure under general anaesthesia during a nine month period.
Main Outcome Measures: Three measures were used in the pre-operative 
period to quantify temperament, behavioural problems and pre-operative 
worries in the children. Data were also collected on some demographic 
factors. The outcome measure was a measure of the difficulty of induction of 
general anaesthesia.
Results: Correlation and regression analyses were performed. Statistically 
significant relationships were found between two of the temperament factors 
(emotionality and sociability) and the difficulty of induction of general 
anaesthesia. A statistically significant relationship was also found between 
previous experience of having procedures under general anaesthesia and 
difficulty of induction.
Conclusions: Preparing children for undergoing a procedure under general 
anaesthesia has been found efficacious, but is not currently available to all 
children. It is suggested that preparation can be targeted at children, as 
identified in this study, who have elevated sociability or emotionality scores or 
who have previous experience of procedures under general anaesthesia.
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1. Introduction
The origins of this study lay in concerns raised by anaesthetists working at a 
large children’s hospital, who were undertaking many procedures requiring 
general anaesthesia (GA) every day. Anecdotal evidence from these 
anaesthetists highlighted a concern that a number of children were finding the 
process of having GA difficult to the extent that on occasion physical restraint 
was required and sometimes the procedure had to be abandoned for the day 
due to the child’s distress. Further, although not all children displayed such 
obvious distress, there were concerns that a greater number of children were 
experiencing upset to a lesser, but still significant degree. The number of 
children affected by this, and the reasons why some children appeared to be 
more ‘vulnerable’ to finding the GA procedure traumatic, were unclear. This 
anecdotal evidence led to the development of this study, a detailed description 
of which will follow in this report.
Firstly, it is important to consider the background to this study, taking into 
account what studies have been conducted previously and where this leaves 
the concerns of the anaesthetists. Leading on from a general discussion, the 
specifics of which pre-operative factors will be examined in this study and the 
best approach to quantifying these factors will be considered. This will lead to 
a set of hypotheses being postulated. Subsequent sections of this report will 
detail the way in which the study was carried out, the findings and ultimately a 
discussion of these findings and their implications.
1.1 General anaesthesia
Approximately 40 children a day undergo procedures requiring GA at the 
hospital at which this study was carried out. Further, 469,869 procedures were 
carried out on children aged between 0 and 14 years of age nationwide in the 
fiscal year 2003-2004 (Department of Health, 2005). This figure includes 
procedures carried out under local anaesthesia as well as GA, however, even 
to halve this figure gives an indication of the potential prevalence of children 
having difficult experiences of induction of GA and indicates that there are a 
great number of children for whom a study of this kind could have implications.
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The term ‘general anaesthesia’ is defined as being “a state of controlled 
unconsciousness and freedom from pain” (The Royal College of 
Anaesthetists, 2003, pp.3). The two methods of delivering the anaesthetic are 
by intravenous method (through a cannula; a needle placed into a vein 
through the skin, which remains in place for the duration of the procedure) and 
by inhalation (via a mask). Anaesthetists are responsible for the administration 
of the anaesthetic and the monitoring of the child’s anaesthesia throughout the 
procedure. In many circumstances, medical reasons determine which method 
of anaesthesia is used, however, the child’s or parent’s preference may also 
impact on this decision (The Royal College of Anaesthetists, 2003).
The risk to a child (in usual good health) of having a GA has been described 
as follows. One child in ten will have a minor side effect (for example 
headache or sore throat), one child in 100 may be mildly allergic to one of the 
medications administered, one child in 20,000 may experience a serious 
allergic reaction to one of the medications (The Royal College of 
Anaesthetists, 2003).
1.2 What happens before a procedure?^
The process leading up to the administration of GA will be described here. 
Parents are encouraged to discuss with their children that they are going to be 
coming into hospital for a procedure and to give information as to how long 
this will be for and what is likely to happen. Some children attend a pre­
operative clinic where they are reviewed by a doctor in terms of their physical 
readiness for the procedure and to review any concerns about the procedure 
or admission in general that the child or parent may have. Some children 
receive play therapy at this time, and/or a visit to the ward and/or the 
operating theatres. An anaesthetist always meets with the child and the family 
prior to the procedure taking place, although this may be once the child arrives 
on the day of the procedure and may not always be the actual anaesthetist
 ^ The process outlined here is as it takes place at the hospital at which this study was carried 
out. However, a standard information leaflet was referred to throughout the writing of this 
section (The Royal College of Anaesthetists, 2003).
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who administers the anaesthesia. Children are asked not to eat or drink 
(except water) for several hours (approximately six) before the procedure.
The operating theatres have three lists, morning, afternoon and all day 
sessions, depending on the nature of the procedure. Some procedures are not 
invasive, for example, MRI (magnetic resonance imaging) scans, but still 
require the administration of a GA. When the child arrives at the hospital 
depends on when their procedure is scheduled to take place, for example, a 
child whose procedure is scheduled for 8am would come in the night before, 
whereas a child whose procedure was scheduled in for 4pm would come in 
that morning. Children having similar procedures are often on the same ward. 
Some children receive a pre-med, a sedative medication to relax them. The 
decision to give a pre-med is usually made by the anaesthetist, taking account 
of the child’s and their parent’s wishes. For those children receiving the 
anaesthetic intravenously, a cream which numbs the skin is often applied onto 
the area where the cannula will be inserted to reduce the sensation of pain. 
Some children have a cannula inserted on the ward: for others this does not 
happen until the child is in the anaesthesia room. The child is then usually 
accompanied from the ward to the operating theatres by one or both of their 
parents and a nurse from the child’s ward. Parents are encouraged to stay 
with their child until they have been anaesthetised. The anaesthetic is usually 
administered in a side room next to the operating theatre before the child is 
taken into the operating theatre.
1.3 Children’s experience of hospitalisation, general anaesthesia and 
procedures
It is inherently difficult to separate out a child’s experience of hospitalisation, 
the administration of GA and the actual procedure as they all occur within a 
short time frame. Different studies have attempted to consider the impact of 
each aspect; however, it is impossible to do this to the exclusion of the other 
aspects of the total experience. There may be several linked factors which 
may help explain why the process of admission to hospital, GA and 
undergoing a procedure may be anxiety-provoking. For example, unfamiliarity 
of the environment, unfamiliar people, not understanding the process, the
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experience of pain and exposure to potentially frightening stimuli such as 
needles (Kain, Mayes, O'Connor, & Cicchetti, 1996; Proczkowska-Bjorklund & 
Svedin, 2004). However, an attempt to consider separately the experiences of 
hospitalisation, GA and a procedure will be made here. Further, such aspects 
may be experienced in different ways by children of different ages. The impact 
of the age of the child will also be considered in this section, as this study 
intends to involve children aged four to seven years of age, for reasons that 
will be discussed.
1.3.1 Hospitalisation
Concerns have been raised over children’s experiences of hospitalisation for 
some time. In the early 20*  ^century the focus of children’s hospital experience 
was in the facilitation of the necessary medical procedures. Children were 
separated from their parents, with contact only occurring on weekly visits. 
Bowlby and the Robertson’s work in the 1940s and 50s (Bowlby, 1952: cited 
in McGraw, 1994; Robertson & Robertson, 1989) revealed the impact this 
separation had on hospitalised children in terms of an increased incidence of 
emotional and behavioural difficulties. Later work by Kenny (1975: cited in 
McGraw, 1994) found that children who were cared for by their parents whilst 
in hospital had better treatment outcomes and post-discharge adjustment. 
Such findings have led to the now widespread practice of allowing parents to 
stay with their child throughout their stay in hospital (McGraw, 1994).
1.3.2 General anaesthesia and procedures
1.3.2.1 What do children find potentially distressing about having general 
anaesthesia?
Two meaningful approaches to understanding how children make sense of 
concepts of health and illness have been proposed. One approach is to apply 
a Piagetian model. Bibace and Walsh (1980: cited in Bennett, 2000) have 
done this and propose that the first stage of understanding illness occurs at 
the Piagetian pre-operational thinking stage (usually representative of children 
aged between two and seven (Wadsworth, 1996). At this stage children’s 
beliefs centre around magical or punishment concepts. Children believe that
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their illness is either due to some magical force or a punishment for 
misbehaviour. In the next stage, concrete-operational (usually representative 
of children aged eight to ten), children are more able to consider how illnesses 
are acquired and are able to describe symptoms and their function, for 
example, “you catch a cold and you sneeze to get the germs out” (Bennett, 
2000, pp.64). This approach has been criticised however, and others have 
proposed that rather than shifting from one stage to another, children acquire 
their concepts of health and illness through accumulative experience (Bennett,
2000). It is important to consider, therefore, that children may equate their ill- 
heath and resultant need for a procedure as a punishment or as a result of 
some uncontrollable magical force. This may be more pertinent if the child 
does not actually feel ‘ill’ or experience any symptoms; rather, for example, 
their procedure is to correct a physical abnormality, the presence of which 
they were not aware of.
More specifically to the process of undergoing GA and a procedure, Bothe 
and Galdston’s work in the 1970s (e.g. Bothe & Galdston, 1972) suggests an 
interesting approach to understanding a child’s experience of having GA. They 
propose that
the preadolescent child does not equate the idea of death to the 
concept of unconsciousness, but rather that he experiences it as 
the notion of becoming ‘lost’, as being separated from loved ones 
beyond retrieval (pp.252).
In their study of 50 children aged 4 to 14, they asked the children what had 
caused them to go to sleep. Approximately half of the children assigned 
causation to the gas or the mask; however none of the children knew where 
the gas had gone and what it had done to make them go to sleep. 
Approximately 25% of the children in their study could give no explanation as 
to why they had gone to sleep: even though the last thing they recalled before 
going to sleep was the mask, they did not connect this with going to sleep. 
Other children gave inaccurate responses to the question, believing 
something in the water supply or the administration of a pre-med to have
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caused them to go to sleep. An interesting finding was that none of the 
children interviewed in Bothe and Gladstone’s study reported a difference 
between normal sleep and anaesthesia. The authors hypothesise that for the 
children there was no difference between induced or natural 
unconsciousness, the only differences reported by the children were those in 
the environment. When asked about what the worst part of their experience in 
hospital had been, the most common reply was the presence of needles. 
Some children mentioned physical sensations such as tiredness or post­
operative pain.
Bothe and Galdston go on to hypothesise that younger children use coping 
strategies of relationships with others (for example their parents or a nurse) or 
representations of those relationships (for example a favourite teddy) to 
increase their ability to tolerate anxious feelings. Further, they suggest that 
the provision of information about what will be involved prior to undergoing the 
anaesthesia assists the child, not because of the content of the explanation, 
but because it provides the child with a “souvenir of a relationship that gave 
them a sense of mastery and it reduced the anxiety of uncertainty to words”, 
words which the child could then process (Bothe & Galdston, 1972, pp.260). It 
has been found that some anaesthetists involve the child in the application of 
the mask, by asking them to “help hold the mask” (Bothe & Galdston, 1972 
pp.254). This has been deemed a successful approach as it involves the child 
in the process and possibly because it gives the child a “symbolic derivative” 
of the anaesthetist, as being “one step away from holding his hand” (Bothe & 
Galdston, 1972, pp.260).
This approach to understanding how the child views the process of being 
administered GA for a procedure may help us to understand why some 
children display behaviour indicative of distress, however, it is important to 
consider what is meant by the terms ‘anxiety’, ‘fear’ and ‘distress’ and whether 
these can be used interchangeably, and indeed, whether there is a reliable 
method of defining these phenomena.
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1.3.2.2 Anxiety, worry and distress
There has been discussion in the literature regarding the difference between 
fears, phobias and anxiety. Fear has been described as “a discrete response 
to a circumscribed experience of threat” (Kendall et al., 1991, pp.131), 
whereas anxiety is “a less differentiated response to diffuse stimuli” (Kendall 
et al., 1991, pp.131). Phobias have been defined as “fears which are severe, 
persistent behavioural patterns of avoidance” (Kendall et al., 1991, pp.131). 
The mask used in the induction of GA using the inhalation method has been 
found to be a source of anxiety, potentially reaching a phobic reaction, in a 
study of children aged five to 17. It was hypothesised that this may occur after 
a single exposure to the mask and the associated unpleasant smell, however, 
it was more common for the fear to build with repeated exposure to the mask 
over several procedures (Przybylo, Tarbell, & Stevenson, 2005). The 
incidence of other specific phobias vary from 3.5 to 10% for needle phobia to 
16.5 to 19.5% for dental phobia (Przybylo et al., 2005). These three specific 
phobias may impact upon a child’s experience of undergoing GA and a 
procedure, although the anxiety does not necessarily reach the level of a 
phobic reaction. For the purposes of this account, the term anxiety will be 
used to denote the experience of fear, anxiety and phobia. The terms anxiety 
or distress are often used interchangeably in the literature. Here, the term 
anxiety will be used.
Anxiety can be viewed as having three specific components; physiological, 
behavioural and cognitive (Kendall et al., 1991). In this study, it is the 
behavioural and the cognitive components that are of interest. It is not within 
the scope of the study to measure physiological responses. The behavioural 
aspects are the most obvious to an observer, for example, avoidance (trying 
to leave the room), rigid posture, trembling, crying or other verbalisations in 
children in this age group (Kain et al., 1996; Kendall et al., 1991). The second 
component of the anxiety response, cognitions, can be conceptualised as 
being a precursor to the behavioural response and have been described as 
‘pre-surgical worries’ (Mendez, Quiles, & Hidalgo, 2001). It is the processing 
of cognitions leading to the evaluative response that there is something
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potentially threatening in the peri-operative experience that provokes an 
anxiety response and the accompanying behaviour as described. In the 
literature, there has been a focus on ‘fears’ of medical procedures (Mendez et 
al., 2001), however, it has been argued that although a fear response maybe 
evoked when seeing a needle, for example, “surgery causes states of anxiety, 
of which the fundamental cognitive component is worry” (Mendez et al., 2001, 
pp.272). Further, Moix, Basset and Caelles (1996: cited in Mendez et al.,
2001) found that children’s worry prior to a surgical procedure was a good 
indication of the amount of anxiety experienced. Although this work refers to 
children aged seven to ten, it is possible that younger children may also 
experience worries that lead to the anxiety response. The next section will 
consider the impact age may have on a child’s experience and expression of 
anxiety.
1.3.2.3 Age related differences in the experience and expression of anxiety 
In an earlier section, a Piagetian approach was used to assist in our 
understanding of how a child in the pre-operational stage might understand 
concepts of health and illness. This approach can also be applied to assist in 
our understanding of how a child at this stage may experience and express 
anxiety.
Several authors have pointed to the differences in the experience and 
presentation of anxiety in children of different ages. Jay, Ozolins, Elliott & 
Caldwell (1983) point to age-related differences in the display of anxious 
behaviour in their study. They found that children aged under seven displayed 
considerably more anxious behaviour than children over seven during 
aversive medical procedures. Prins (1994) hypothesised that the older 
children in Jay et al.’s study may actually experience similar levels of anxiety 
to the younger children, they have, however, learned to exert control over how 
this anxiety is displayed. However, it has also been proposed that due to 
differences in cognitive maturity, younger children may not only display their 
anxiety more readily, but are also, due to their interpretation of the medical 
situation, likely to experience a greater number of anxious cognitions (Prins,
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1994). Such cognitions may take the form of “distorted conceptions and 
misattributions about pain, illness and the medical procedure” (Prins, 1994, 
pp.279). This relates to the previous discussion of the Piagetian approach to 
understanding how children in the pre-operational stage understand concepts 
of health and illness. Children in this stage may misconstrue medical 
procedures as being, for example, a form of punishment.
Occurring alongside cognitive development, children's internal affective 
experiences are also developing (Wadsworth, 1996). In concordance with a 
Piagetian approach, it has been proposed that at the age of seven or eight a 
qualitative shift occurs in a child’s experience of anxiety (Arnold et al. 2003), 
that prior to this age, the child’s “cognitive capacities” (pp.252) are different to 
those of an older child, thus affecting their expression of anxiety. However, 
younger children are “capable of experiencing the affective and physiologic 
components of anxiety” (pp.252). Kain, Mayes, Weisman and Hofstadter 
(2000) in their study of children aged three to ten undergoing surgery with GA, 
indeed found that “the needs and fears of children are very much a function of
 cognitive development in this situation” (pp.552). Further, it is recognised
in the developmental literature (for example, Carr, 1999) that children at 
different, age-related stages have the capacity to experience different fears, 
phobias and anxieties, and the associated disorders. For example, whereas a 
child in the sensorimotor stage may experience anxiety when faced with 
strangers, a child at the pre-operational stage may experience separation 
anxiety (Carr, 1999). Therefore, it is proposed that children in the pre- 
operational stage (typically aged two to seven (Wadsworth, 1996) potentially 
experience medical procedures differently from children in both a younger or 
older age group and experience anxiety related to such procedures in a 
qualitatively different way.
This understanding of affective development has implications for the age 
group in the present study. The decision to include children aged four to seven 
was therefore guided by a Piagetian approach to the understanding of 
cognitive and affective development. The age of four was taken as lowest age
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of child to be included, due to the paucity of measures available for children 
below this age.
1.3.2.4. The measurement o f anxiety
Having established the age group to be included in this study, the method by 
which their levels of anxiety will be measured must be established. There are 
several approaches to quantifying anxiety; the most frequently used being 
clinical interview, self-report, parent-report, and observer-report (Kendall, 
1991). As it is proposed that children of differing ages experience and express 
anxiety differently, consideration must be given to the appropriateness of 
measures devised to quantify anxiety, as “changes in children’s expressive 
and comprehension abilities influence the suitability of particular assessment 
strategies” (Kendall, 1991, pp.135). Although in a clinical setting, interviewing 
the child and family may be the most appropriate method by which to access 
the behavioural and cognitive aspects of interest, within the time constraints of 
this research study, this is not possible.
Self-report measures may be more appropriate in research conducted in a 
busy hospital environment. Further, such scales allow the researcher to more 
directly access the child’s level of anxiety. There are several self-report 
measures, notably the State-Trait Anxiety Inventory for Children (STAI-C) 
(Spielberger, 1973) and the Spence Anxiety Scale for Children (SCAS) 
(Spence, 1997). However, the difficulty with such measures is that they are 
not appropriate for children aged four to seven to complete. The STAI-C can 
be administered to children aged five to eight; however, it must be read aloud 
to them, which may be intrusive and time-consuming within the constraints of 
this study. The SCAS has only been validated for use with children aged eight 
to twelve (Spence, 1997). In summary, it has been recommended that self- 
report measures are not appropriate for children under the age of eight, due to 
variation in reading ability and perhaps more importantly their ability to 
describe their feelings of anxiety and to make judgements between ‘rarely 
worried’ and ‘sometimes worried’, for example (Kendall et al., 1991; Roth, 
Dadds & McAloon, 2004).
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The remaining two approaches to quantifying anxiety are parent-report and 
observer-report. It has been suggested that parent’s ratings of their child’s 
anxiety have not been validated as actual measures of anxiety (Fonseca & 
Perrin, 2001). It would appear that measures such as the Child Behaviour 
Checklist (Achenbach, 1991) may be confounded by the report of behavioural 
problems in a child. Therefore, for the purpose of this study, it was decided 
that an observer-report approach would be used to quantifying anxiety. 
Although difficulties may arise in using this approach, as only the child’s 
behavioural response to anxiety is accessible to the observer, such methods 
have been found to be advantages over self- and parent- reports of anxiety, 
as they possess “greater objectivity and flexibility” (Fonseca & Perrin, 2001, 
pp. 148). Further, the observation of behaviours indicative of an anxiety 
response has been used in several previous studies as an accessible and 
reliable outcome measure. For example, Proczkowska-Bjorklund & Svedin 
(2004) filmed the children in their study (aged two to seven) at several points 
prior to and during their induction to GA and analysed the behaviour in the 
films for noncompliant behaviours indicative of an anxiety response. Such 
behaviours were crying, clinging to the parent, verbal protest and bodily 
movements away from the device used to induce GA. Zelikovsky, Rodrigue, 
Gidyez, & Davis, (2000) also employed an observational measure in their 
study of children aged three to seven undergoing a voiding cystourethrogram 
to evaluate the effectiveness of an intervention programme designed to 
reduce the children’s distress and increase compliant behaviour.
The initial premise for this study was the anaesthetist’s concerns regarding the 
process of induction of GA, and it has been found that the administration of 
GA is the most stressful part of the entire procedure (Kain et al., 2000). One 
particular study by Schwartz, Albino and Tedesco (1983) found that induction 
of GA (in their study, for dental procedures) was indeed the time at which the 
three and four year old children in their study displayed the most anxious 
behaviours. More so than during a medical examination or blood test. 
Although the age range in the present study is slightly older, Schwartz et al.’s 
study provides a useful comparison of the different potentially stressful time
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points during an admission for a child. The point at which GA is induced in the 
child will, therefore, be the time point at which the level of anxiety in the 
children will be quantified.
In addition to the above discussion regarding the appropriateness of various 
approaches to quantifying anxiety in children aged four to seven, there are 
further issues related to the time point at which anxiety will be measured; at 
induction. Firstly, the children will not be able to complete a self report 
measure at this time. It is also felt that it would not be appropriate to ask 
parents to complete a measure rating their child’s anxiety at this point as this 
may be ethically inappropriate as their main concern at this point is likely to be 
the welfare of their child. The introduction of an external researcher into the 
induction room would be similarly intrusive and inappropriate, therefore, it was 
decided that a member of medical staff already present in the situation may be 
the most appropriate person to rate the child’s anxiety. Therefore, in this 
study, the levels of displayed behavioural anxiety will be measured at the 
induction of GA, using the difficulty of induction of GA to quantify the 
behavioural response.
The difficulty of induction of GA was chosen as a ‘surrogate’ measure for the 
anxiety response (Watson & Visram, 2003) as it is the presence of anxiety at 
induction, and the consequent difficulty of the induction that is the factor of 
interest from the inception of this study. Further, there is a reliable measure for 
use at the induction of GA, the Induction Compliance Checklist (ICC) 
(appendices 1 and 2) which will be described further in a later section.
There is another observer-rated measure of displayed anxiety which has been 
validated for use at the point of induction of GA, the Modified Yale 
Preoperative Anxiety Scale (MYRAS) (Kain et al., 1997), however, it was felt 
that the measure would be too lengthy and cumbersome to ensure its reliable 
completion by busy operating theatre staff (appendix 3). Further, the difficulty 
of induction of GA has been used as an outcome measure in previous studies, 
for example in Bothe and Galdston’s 1972 study, they defined a difficult
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induction as being one where the child was crying and shouting, or if the child 
physically resisted to the extent that physical restraint was deemed necessary. 
The authors also point to the implications of a child who is silent and compliant 
as being potentially indicative of a difficult induction, as it is perhaps assumed 
that a child who is silent is complying, when in fact their silence may mean 
something different for them. It is possible that a very quiet, non-moving, 
passive child is experiencing anxiety to a greater level than a child who is 
physically resisting and shouting. The very quiet child may have reached a 
stage of passivity induced by resigning themselves to the fact that the 
unpleasant event will occur. Therefore, it is important to incorporate the 
differing ways in which behavioural anxiety may present into this study, in 
order to capture the experience for a greater number of children.
In the initial conceptualisation of this study, it was planned to include the 
MYPAS to provide a measure of anxiety in the pre-operative period, in 
addition to the point of induction. The MYPAS has been found to be valid and 
reliable measure of peri-operative anxiety (Kain et al., 1997). This would have 
been useful as it would have been possible to compare the levels of anxiety 
displayed in the children at an earlier time point, for example, whilst on the 
ward, with their displayed anxiety at induction. However, the ethics committee 
responsible for approving research at the study hospital would not allow the 
use of both measures, as they felt that the inclusion of two anxiety measures 
would not only overburden children and their families, but also that it was 
unnecessary to have two measures of anxiety in the peri-operative period.
Therefore, the display of anxiety in this study will be the outcome measure 
and this study will consider what makes anxiety at the point of induction more 
likely. The presence of anxiety prior to the child’s arrival at the operating 
theatre will not be measured.
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1.3.2.5 Post-operative consequences o f having a difficuit induction o f general 
anaesthesia
There have been several studies carried out which have attempted to identify 
the effects of having GA and a procedure for children of different ages. In 
terms of the epidemiology of such effects Kain et al, (1996) found that 54% of 
the 163 children in their sample (of children aged two to ten years of age) 
experienced post-operative negative behaviour changes.
There is also a link with a difficult induction of GA. A study by Proczkowska- 
Bjorklund & Svedin (2004), found that 16% of the children in their sample 
(aged from 2 to 7 years of age) displayed noncompliant behaviour during 
anaesthesia induction. Eckenhoff (1953) made a link between post-operative 
behaviour changes and such an induction of GA. He found that 38% of four 
year olds and 32% of six year olds in his study experienced post-operative 
behaviour changes following an unsatisfactory induction. This finding has 
been confirmed in several studies; that “stormy anaesthetic induction is 
positively correlated with adverse post-operative behaviour” (McGraw, 1994, 
pp.1098; Caldas, Pais-Ribero & Carniero, 2004; Kain et al., 1999). Further, it 
has actually been suggested that the parents of children who display anxiety 
during the induction of anaesthesia should be informed that there is a greater 
chance these children will go on to develop post-operative negative
behavioural changes (Kain et al., 1999).
In terms of the nature of these changes. Levy (1945: cited in McGraw, 1994) 
found that the most common psychological difficulties identified post- 
operatively were night terrors (in children between one and two years old), 
and the development of phobias and anxiety reactions (in children of all ages). 
Further studies have reported several post-operative negative effects in 
children of all ages, including anxiety symptoms, in particular, separation
anxiety, sleep problems (e.g. nightmares), enuresis, encopresis, memory
problems, eating difficulties, fear of physicians (Caldas et al., 2004; Kain et al., 
1996; Kain, Wang, Mayes, Caramico, Hofstadter, 1999) and clinging
behaviour (Bothe & Galdston, 1972).
Research: MRP 152
The consensus on post-operative negative behavioural outcomes is that any 
changes observed in a child tend to resolve themselves within a relatively 
short period of time, from one week to one year, the large majority achieving 
resolution of their difficulties within a month (Caldas et al., 2004). However, 
one study found that 20% of children aged 2-10 years old were still 
experiencing some behavioural changes six months post-operatively (from an 
original 54% at 2 weeks), with 7.3% still experiencing difficulties at 1 year 
(Kain et al., 1996). It is reported that it is those negative behavioural changes 
considered less ‘serious’, for example, nightmares, separation anxiety, eating 
difficulties and fear of physicians are those evident in most children in the 
weeks after their procedure, with fewer children developing long-lasting, 
serious difficulties (Kain et al., 1996). For those children who do develop such 
difficulties in this time, such changes have the potential to be highly 
distressing, for them and for their parents. A further outcome is that it has 
been found that children with higher levels of anxiety experience pain more 
frequently, have worse scarring and have reduced defence levels to infection 
in the post-operative period (Caldas et al., 2004), also indicating potentially 
harmful physical aspects in the post-operative period.
1.3.2.4 Factors in the pre-operative period that may contribute to a difficuit 
induction
Having identified that displaying anxious behaviour and/or experiencing a 
stormy induction of anaesthesia are important risk factors for the development 
of post-operative behavioural difficulties, several studies have been conducted 
in an attempt to determine which factors may have an impact on this process. 
It is important to note at this point that many of the factors to be considered in 
this study are located within the child, rather than focussing on the child’s 
interactions with wider systems (such as their family or school). The influence 
of such systems will be considered through their impact on the child and their 
characteristics rather than as separate factors.
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Parental presence
Vernon, Foley and Schulman (1967: cited in McGraw, 1994) conducted a 
study where their sample of 32 children aged two to six were divided into two 
groups; those whose mothers were present at the induction of GA, and those 
whose mothers were not present. They found that the induction was “generally 
smoother” (pp. 1097) when the child’s mother was present. The finding that the 
presence of a parent (usually the child’s mother) is often accompanied by a 
reduction in peri-operative anxiety and/or a smoother induction of anaesthesia 
has been replicated several times (Bothe & Galdston, 1972; Caldas et al., 
2004; Glazebrook, Lim, Sheard, & Standen, 1994). The standard practice now 
is for one or both parents to accompany their child to the anaesthesia 
induction room and to remain there until the child is asleep (Watson & Vis ram,
2003).
Sedative premedication
The administration of sedative premedication to a child prior to the 
administration of GA is a widely debated practice (Meyer & Lakheeram, 2002; 
Proczkowska-Bjorklund & Svedin, 2004). Whilst some practitioners feel it is a 
successful method for reducing the amount of anxiety present in a child, 
others feel that although such children may ‘appear’ calmer, their actual level 
of anxiety is not known (McGraw, 1994). Studies looking at children’s 
behaviour at the induction of anaesthesia have found similar levels of 
noncompliant behaviour in sedated children as have been observed in 
unsedated children (McGraw, 1994; Proczkowska-Bjorklund & Svedin, 2004). 
Premedication is now used much less widely than ten years ago (Meyer & 
Lakheeram, 2002), possibly due to such concerns.
Worries
The concept of cognitions being part of the anxiety response has already been 
discussed. Pre-operative worries have been found to be connected with 
anxiety in the peri-operative period (Moix, et al., 1996: cited in Mendez et al., 
2001). If worries are the precursor to the behavioural anxiety response, then 
identifying the worries in the pre-operative period may assist in establishing
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who may have a difficult induction. Further, the specific worries may be 
ameliorated by giving information to the child or their parent. It has been 
acknowledged earlier in this chapter that children aged four to seven may 
experience anxiety differently to older children; therefore, it is not certain 
whether they have the cognitive capacity for pre-surgical worries. However, at 
present this has not been established. It is possible that younger children do 
have pre-operative worries which mediate the potential for an anxiety 
response (Prins, 1994). Therefore, worries will be considered in the pre­
operative period in this study.
Behavioural problems
It has also been suggested that children with pre-existing behavioural 
problems could be more likely to experience difficult hospitalisation and 
immunisation experiences (Proczkowska-Bjorklund & Svedin, 2004) and 
potentially a more difficult induction of GA (Christiansen & Chambers, 2005). 
This may be because such children are potentially more prone to be restless. 
However, a study exploring a possible connection between pre-existing 
behavioural problems and a difficult induction in children aged two to seven 
did not establish a relationship (Proczkowska-Bjorklund & Svedin, 2004), 
possibly due to methodological flaws in the study as the authors suggest that 
this factor may have been confounded by other variables in their research. In 
contrast, a study looking at the incidence of distress at post-operative 
emergence from GA found that children (aged one to nine) with a history of 
behavioural problems did have more emergence distress than those without 
such a history (Tripi, Palermo, Thomas, Goldfinger, & Florentino-Pineda,
2004). The relationship between prior behavioural problems and a difficult 
induction is, therefore, not clear.
Temperament
Temperament has also been indicated as it has been suggested that “post­
operative behavioural disturbances are a reflection of pre-existing personality 
traits” (Tsuchiya et al., 1991: cited in McGraw, 1994, pp. 1098). McClowry 
(1990) found that temperament accounted for 50% of the variance in the
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children (75 school-aged children) in their study’s behaviour at one week and 
at one month following their discharge from hospital. These children, however, 
underwent unplanned admissions to hospital. Further, a review of studies 
found that lower values on indices of sociability, adaptive behaviour, 
emotionality, impulsivity and activity were predictive of pre-operative anxiety 
(Caldas et al., 2004). A second study found that children (aged two to ten) 
who had low scores on the activity component of the Emotionality, Activity, 
Sociability and Impulsivity (EASI) questionnaire also experienced greater 
levels of anxiety in the moments prior to the induction of anaesthesia (Kain et 
al., 1996). This finding corresponds with a study that found that children with 
withdrawn and/or shy behaviour (aged two to seven) are potentially at risk of a 
difficult induction (Proczkowska-Bjorklund & Svedin, 2004). The relationship 
between these factors is not clear, particularly as the age ranges of the 
studies referred to here are wider than four to seven; however, it would appear 
that there is a potential relationship between pre-existing personality traits or 
temperament and peri-operative anxiety and a difficult induction of GA.
Previous experience o f procedures and immunisations 
Previous experience of hospitalisation and/or procedures requiring GA has 
been linked with difficult inductions of anaesthesia (Caldas et al., 2004; Kain 
et al., 1996; Proczkowska-Bjorklund & Svedin, 2004). However, other studies 
have not found this link (Brophy and Erickson, 1990: cited in Kain et al., 1996), 
or in fact have found the opposite; children without previous experience of 
surgical procedures had higher levels of worry (Mendez et al., 2001). Further, 
there is also debate as to whether the quality of the previous experience, 
positive or negative, is important in determining future reactions (Lumley, 
Melamed & Abeles, 1993). This is an important factor to consider, as the 
hospital at which the present study is to be carried out is a tertiary referral 
centre and many of the potential participants would probably have 
experienced several procedures in the past. A negative reaction to receiving 
immunisations in preceding years has also been suggested as being related 
to noncompliant behaviour during anaesthesia induction (Proczkowska-
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Bjorkiund & Svedin, 2004). This is potentially due to exposure to negative 
medical situations.
Age and gender
Factors such as age and gender have been variously linked to increased 
levels of pre-operative anxiety in children. For example, some studies have 
found increased levels of anxiety in young children, some in older children 
(Watson & Visram, 2003), some studies obtaining an effect of increased 
anxiety in females (Mendez et al., 2001), some in males (Caldas et al., 2004). 
Another study has suggested that there is no relationship between age and 
pre-operative anxiety (Brophy and Erickson, 1990: cited in Kain et al., 1996). 
The relationship between age and anxiety has been discussed earlier in this 
chapter. Following on from this discussion, it is possible that within the age 
range of four to seven, few differences in the expression of anxiety will be 
found. However, it is felt that age remains an important factor, with the 
potential to affect the expression of anxiety at induction of GA.
Type o f procedure
The type of procedure has been found to be a predictive factor for negative 
post-operative behavioural changes, with genitourinary surgical procedures 
being associated with the most changes, the insertion of grommets the least 
(Kain et al., 1999). However, a meta-analysis conducted in 1993 found no link 
between type of procedure and the incidence of post-operative behavioural 
problems (Thompson and Vernon, 1993: cited in Watson & Visram, 2003). It is 
uncertain whether there is a potential link with the difficulty of induction of GA.
Preparation
It has also been found that children who were not prepared for their procedure 
experience greater post-operative problems (Caldas et al., 2004) this will be 
discussed further in a later section.
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Overnight stay and time taken to travel from home
Finally, it has also been suggested that the experience of being in hospital 
itself may be difficult for the child, that being separated from their usual home 
environment may increase the likelihood of an anxious reaction to undergoing 
GA and a procedure (Kain et al., 1996). Although, as had already been 
discussed, it is difficult to separate out the relative influence of hospitalisation, 
GA and the actual procedure, there has been some work considering whether 
children (aged two to ten) hospitalised for one or more nights have a different 
experience to children who do not stay in overnight (Kain et al., 1996). Such 
studies have proved inconclusive (Watson & Visram, 2003), however, it is 
possible that time since separation from the home environment and therefore 
an increase in distance from usual home routines may impact on the child's 
likelihood of having a difficult induction.
1.3.3 Preparation for general anaesthesia and a procedure 
There are a number of different methods which have been found efficacious in 
preparing children for a procedure under GA. In general terms the 
environment should be ‘child friendly’, supportive and familiar (McGraw, 
1994). Tours of the hospital, specially written books and videos have been 
used to try to establish a level of familiarity (McGraw, 1994) and to convey 
information about what will happen (Watson & Visram, 2003). The utilisation of 
(peer) behavioural modelling principles have been found to be effective in 
reducing peri-operative anxiety (Caldas et al., 2004), again videos or books 
can be used to achieve this. Play is also used by specially trained play 
therapists to convey information to the child about what will happen (Watson & 
Visram, 2003) and to give the child an opportunity to explore their feelings 
about their procedure. Non-medical play is also used to provide distraction for 
the child prior to their procedure, as are other coping techniques such as 
relaxation techniques (Watson & Visram, 2003). Play therapists are employed 
by the study hospital. The play specialists offer their service to those parents 
and children who attend a pre-operative clinic (some specialties only) and to 
others when they arrive on the ward. Not all hospital wards have a play 
specialist assigned to them.
Research: MRP 158
It has also been found important to prepare the parents (Watson & Visram, 
2003) as their anxiety has been found to be an important factor in mediating 
the anxiety response of the child (McGraw, 1994; Visintainer & Wolfer, 1975). 
A study has been conducted where parents were given a leaflet describing 
what would happen to their child on the day of their procedure, although 
received positively, the leaflet did not greatly increase their knowledge or 
satisfaction ratings. It is important to consider the information needs of the 
parent, however, and to consider the timing and setting in which this 
information is given (Spencer & Franck, 2005).
Outcome studies have found that preparation procedures reduce the amount 
of pre-operative anxiety in children (Kain et al., 1999; Visintainer & Wolfer, 
1975; Watson & Visrarri, 2003). Further, a child may experience fewer post­
operative negative behavioural changes and also regard future procedures as 
less threatening (McGraw, 1994). However, some studies have found no 
difference between children who did and those who did not receive specific 
preparation (Kain et al., 1996).
At present, it would seem that intensive preparation programmes, which in 
one study involved a tour of the operating theatre, a video of what to expect 
when having a procedure from arrival to discharge (peer modelling) and use of 
a role play (Watson & Visram, 2003) is the most effective approach in 
reducing children's pre-operative anxiety. However, this is not the case for all 
children and the nature of the preparation should be tailored to the child’s 
needs. This type of approach is often that offered by a play therapist however, 
and it has been suggested that it is not cost effective to prepare every child in 
this way (Kain et al., 1996; Watson & Visram, 2003) Further, it may not always 
be those children most at risk for experiencing a difficult induction that receive 
the most appropriate preparation (Proczkowska-Bjorklund & Svedin, 2004). To 
be able to ascertain which children at the most risk of having a difficult 
induction of GA and therefore experience the adverse post-operative 
difficulties associated with this, it is important to determine the factors related 
to a difficult induction.
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1.4 The present study
Several studies have attempted to determine which factors are the most 
relevant to understanding a child's experience of a difficult induction of GA (for 
example; Caldas et al., 2004; Watson & Visram, 2003), although have not 
been able to incorporate several factors into one study. One study which did 
do this was conducted by Proczkowska-Bjorklund and Svedin in 2004 in 
Sweden. However, the results are not directly applicable to a UK population 
as practices, specifically that of administering a pre-med which is routine in 
Sweden and is not in the UK, are different. Further, not all the factors 
discussed here as being potentially related to a difficult induction of GA were 
incorporated into their study. In particular, the measurement of worries in the 
pre-operative period in children aged four to seven have not been considered. 
Given that this is the potential cognitive precursor to an anxiety response, it is 
considered to be of importance in determining which children are at risk of a 
difficult induction. Mendez et al. (2001) have developed a measure to assess 
pre-operative worries; however, this has only been used in Spain and not in 
the UK. To quote Christiansen and Chambers’ 2005 paper, “further audit is
required In order to ascertain the incidence of difficult inductions (and) to
identify other possible risk factors” (pp.424). This is the intention of this study.
The aim of this study is to ascertain which factors in the pre-operative period 
are related to a difficult induction of GA. As a result of considering the current 
literature, specific factors will be measured and the outcome measure of a 
difficult induction of GA has been selected as a useful indicator of the anxiety 
response.
1.4.1 Pre-operative factors
The factors to be measured in this study will be; temperament, pre-existing 
behavioural difficulties, pre-operative worries, age, gender, number of 
previous procedures under GA, experience of immunisations, type of 
procedure, whether preparation was received, time taken to travel from home, 
whether the child stayed in the night before and whether the procedure is 
scheduled for the morning or afternoon. Parental presence and the
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administration of a pre-med have been found to be related to ease (or 
otherwise) of induction. These factors will not be measured in this study, 
however, as all children at the hospital where the study was carried out had a 
parent or guardian present, and only approximately 12% of children have a 
pre-med (Meyer & Lakheeram, 2002). Data will also be collected on the ethnic 
origin of the child, the first language spoken by the child and by their parent, 
the parent's occupation and whether the child is involved in any other health 
or social care services. These data will be used to ascertain the composition 
of the sample for comparison with other studies.
As this study employs a naturally occurring population, some of the children 
will be staying in the hospital as inpatients overnight, either before or after 
their procedure (or may be staying in the hospital hotel^); whereas other 
children will be there as day case patients only. Some of the children will have 
a cannula inserted on the ward, some when arriving at theatre and some 
children will have a pre-med. In order to maximise the relevance of this study 
to a typical UK population of children undergoing procedures, these factors 
will be held in mind, although they will not be directly quantified during the 
study.
1.4.1.1 Measurement o f the factors
This study will take a quantitative approach to the consideration of pre­
operative factors and the measurement of induction difficulty. The decision not 
to use a qualitative approach by, for example, interviewing parents and/or 
children was taken, as discussed earlier in this chapter. Further, it was felt that 
a quantitative approach would be more appropriate as previous studies in this 
area have been quantitative and there are reliable and valid methods of 
measuring the factors of interest.
 ^The hospital hotel is situated next to the hospital and enables families who have to travel a 
long distance to be able to stay away from home, but not in a traditional hospital setting. 
However, it remains that the child is away from home and therefore, staying in the hospital 
hotel will be considered the same as staying in the hospital itself the night before.
Research; MRP 161
1.4.2 Hypotheses
As the variables in this study are not be experimentally manipulated the 
hypotheses for this study are associative in nature and are as follows:
1. There will be a relationship between the participant's temperament 
profile and the difficulty of induction of GA.
2. There will be a relationship between pre-existing behavioural problems 
in the participant and the difficulty of induction of GA.
3. There will be a relationship between the participant's pre-operative 
worries about the procedure and the difficulty of induction of GA.
4. There will be a relationship between specific demographic factors for 
the child and the difficulty of induction of GA.
The direction of the relationship is not specified; therefore the hypotheses are 
two-tailed.
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2. Method
This section will detail the design, participants, measures and procedures 
used to provide data to test the hypotheses.
2.1 Design
This study employs a cross-sectional, correlational design. It was planned to 
test for relationships occurring between the pre-operative factors and the 
difficulty (or otherwise) of induction of GA as described in the previous section. 
All power calculations were carried out on the G*Power computer program 
(Erdfelder, Paul, & Buchner, 1996). All statistical analyses were carried out on 
SPSS version 12.0.1. (Norusis, 2001). Three key texts were referred to 
throughout the analysis of the data (Clark-Carter, 1997; Tabachnick & Fidell, 
2001; Wright, 2003).
2.2 Participants
The participants^ were recruited from all patients aged four to seven years old 
at the study hospital who had been booked in for planned procedures 
requiring GA during a nine month period in 2005. This included children with a 
learning or physical disability, as to exclude such children would limit the 
ability to generalise from the study.
A power calculation was carried out prior to commencing the study which 
determined that a sample size of 82 would be required (t test for correlations: 
effect size r=0.3, alpha 0.05, power 0.80, 2 tailed). The conventions for the 
effect size are taken from Cohen (1988: cited in Clark-Carter, 1997).
Basic demographic data were collected on all children whose parents declined 
to take part and also a sample of those who did not attend on the day of their 
procedure or had their procedure cancelled. This was in order to asses 
whether the study was representative of all the children approached to take 
part in the study. The parents that declined to take part were not obliged to
 ^Throughout this report, the children will be referred to as the ‘participants’. Their parents 
were asked to participate in the form of completing measures as proxies for their children.
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give a reason for not doing so; however, some spontaneously gave reasons. 
This will be discussed in the results section of this report. Due to restrictions 
on when the people responsible for data collection were available, data 
collection occurred more frequently on some days of the week. This may have 
led to the overrepresentation of some types of procedure, which were carried 
out on the same days each week, for example, urology procedures occurred 
on Mondays. As data were collected on the type of procedure the participant 
was having, this factor will be also considered in the results section.
2.2.1 Exclusion criteria
Children who did not have English as their first language were excluded from 
the study on the instruction of the Local Research Ethics Committee who felt 
that there was not an adequate means of translating either the measures or 
the face to face contact on the ward into the participant’s or their parent’s 
language. The implications of this decision will be discussed further, later in 
this report.
Children who were undergoing life saving or emergency procedures were 
excluded from the study as it was felt that different concerns and levels of 
anxiety may be present in such children and their families, further, it was felt 
that it would be unethical to approach these families at a such a difficult time 
in their lives.
2.3 Measures
Three postal pre-operative measures were administered; the Emotionality, 
Activity and Sociability measure (appendix 4), the Strengths and Difficulties 
Questionnaire (appendix 5) and the Children’s Surgical Worries Questionnaire 
-  Revised (appendix 6). Demographic data (appendix 7) were collected from 
the parent when they attended the ward on the day of their child’s procedure. 
The Induction Compliance Checklist (ICC) (appendices 1 and 2) was 
completed immediately after the child had been anaesthetised. Each measure 
will be considered in turn.
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2.3.1 Emotionality, Activity and Sociability measure
The temperament of a child has been quantified in previous studies using the 
Emotionality, Activity and Sociability (EAS) measure (Watson & Visram, 
2003). The EAS measure originally included a fourth dimension, impulsivity, in 
the original 1973 version (Buss, Plomin, & Willerman, 1973), however, this 
was later removed as it was deemed to be affecting the reliability of the 
measure, and impulsivity was no longer felt to be an actual temperament 
(Buss & Plomin, 1984). Therefore, although some previous papers refer to the 
use of the EASI, the EAS, in its more recent form was used in this study. The 
measure contains twenty items, each rated by the parent on a five point scale 
from 1 to 5. A score between 5 and 25 (with a mid-point of 15) is obtained for 
each of the three temperaments (emotionality, activity and sociability) and a 
fourth dimension, shyness. In the development of this measure, the two 
dimensions of sociability and shyness were considered to be related 
constructs. The measure has been found to have good internal consistency, a 
value of 0=0.83 being the average across the three factors and good test- 
retest correlations (r=0.58 to 0.80) over the period of one week (Buss & 
Plomin, 1984). It has also been found to have good concurrent validity (Kain et 
al., 1998).
2.3.2 Strengths and Ditficuities Questionnaire
The Strengths and Difficulties Questionnaire (SDQ) will provide a measure of 
behavioural difficulties in a child as rated by the parent (Goodman, 1997). The 
SDQ is a widely used clinical and research tool, consisting of 25 items rated 
on a three point likert scale. The items can be grouped into five scales (5 
items per scale). The scales are emotional symptoms, conduct problems, 
hyperactivity/inattention and peer relationship problems which are grouped 
together to form a total difficulties score (using 20 items). A fifth scale, 
prosocial behaviour, also uses five items. The total difficulties score will be 
used in this study as a measure of behavioural difficulties.
The version used in this study is for parental completion and has been 
developed for use with children aged four to sixteen. Scores range from 0 to
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10 for each scale, with the provision that some scores can be prorated if items 
are missed. Descriptive labels of ‘normal’, ‘borderline’ and ‘abnormal’ can also 
be assigned to the scores if required. The SDQ has been found to have 
satisfactory internal consistency (a= 0.73) and good test-retest reliability after 
four to six months (mean r=0.62). Further, the measure has also been found 
to have satisfactory construct validity in distinguishing those likely to obtain a 
psychiatric diagnosis (mean odds ratio = 15.7) (Goodman, 2001) and in terms 
of concurrent validity when compared to the Rutter questionnaires (Goodman, 
1997) and the Child Behaviour Checklist (Goodman & Scott, 1999). Although 
parent-rated measures were rejected for the quantification of the anxiety 
response in the child, it was felt that the use of such measures for the 
quantification of temperament and behavioural difficulties is appropriate as 
there are adequate tools available.
2.3.3 Children’s Surgical Worries Questionnaire - Revised 
The Children’s Surgical Worries Questionnaire - Revised (CSWQ-R) (Mendez 
et al., 2001) is an adapted version of a self-report measure originally 
developed in Spain. It was designed specifically to tap into the surgical worries 
of children in the general population (Quiles, Ortigosa, Mendez, & Pedroche, 
2000). The CSWQ-R has 17 items, each item outlining a potential worry. Each 
item is rated from 0 (not at all worried) to 4 (extremely worried). In a large 
scale study of Spanish schoolchildren (aged 7-10 years of age), 15.64% of 
whom had previously undergone a surgical procedure, the original CSWQ was 
found to have good internal consistency (a= 0.83) and high test-retest 
reliability over a 7-10 day interval (r=0.90). The CSWQ was also found to have 
good concurrent validity (correlation of r=0.60 with a questionnaire about 
medical fears) (Mendez et al., 2001). Due to the younger age range involved 
in the present study, parents were to be asked to complete the measure; 
therefore, changes had to be made to the language. This was, namely, 
changing the grammar from the first to the third person, for example from 
‘What I’ll feel during anaesthesia’ to ‘What they’ll feel during anaesthesia’. 
Although, this obviously changes the measure from a child completed to a 
parent completed measure, it was felt necessary to adapt an existing measure
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with existing reliability and validity data than to develop an entirely new 
measure for the same purpose. It is important to note, however, that the 
previously discussed reliability and validity data are not directly applicable to 
this revised format of the measure and are provided only to give an indication 
of its potential usefulness.
2.3.4 Demographic data
The demographic data form was designed for the purposes of this study to 
collect information on factors which it was felt could contribute to the difficulty 
of the child’s induction. The factors were selected following consultation with 
the literature as described in the introduction section of this report. The factors 
included in the form were: age, gender, number of previous procedures under 
GA, experience of immunisations, type of procedure, whether preparation was 
received, time taken to travel from home, whether the child stayed in the night 
before and whether the procedure is scheduled for the morning or afternoon. 
Five other factors were included on the demographics form: ethnicity of the 
child, the main care-givers’ occupation, the child’s first language, the parent’s 
first language and whether the child or family involved with other health or 
social care services. These factors were not intended to be included in the 
data analysis.
2.3.5 induction Compiiance Checkiist
The Induction Compliance Checklist (ICC) (Kain, Mayes, & Wang, 1998) is an 
eleven point scale developed for use as an observational scale to quantify the 
level of compliance in a child undergoing the induction of anaesthesia. Scores 
range from 0 to 10 where 0 is considered to be the “perfect induction (in which 
the child does not exhibit negative behaviours, fear or anxiety)” (Kain et al., 
1998, pp.1155) and a cut-off score of greater than 6 is given as indicating an 
induction where compliance is considered ‘poor’. In a study of one to nine year 
old children undergoing inhalation induction, inter-rater reliability was excellent 
(r=0.978) and the measure was able to distinguish between different levels of 
compliant (or noncompliant) behaviour during induction (Kain et al., 1998). 
The ICC was modified slightly as a part of this study. A further item of
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‘induction not completed’ was added, as this was felt to be an important 
outcome to be captured in this study. Further, the original ICC was designed 
for use in inhalation inductions only. As children at the study hospital also 
have anaesthetic administered intravenously, a version was created for use in 
intravenous inductions. It was decided that to exclude those children who 
have intravenous inductions would have limited the ability to generalise from 
this study.
2.4 Procedure
Ethical approval for the study was obtained from the relevant Local Research 
Ethics Committee (appendix 8) and from the University of Surrey Ethics 
Committee (appendix 9). Approval was also obtained from the relevant 
Research and Development Department. The anaesthetists and Operating 
Department Assistants (ODAs) who were involved in the study were consulted 
in its design, in order to plan the study to fit in with the daily running of busy 
operating theatres. Further, the consultant anaesthetists were informed that 
some of their patients may be approached to take part in the study prior to its 
commencement. This gave them the opportunity to prohibit any of the children 
under their care being approached to take part in the study.
There were two trainee clinical psychologists and an assistant psychologist 
involved in data collection. The other trainee conducted a study occurring at 
the same time as the author or this report, however, a different sample of 
children were approached and recruited and the findings were analysed and 
reported separately.
Approximately three weeks prior to each participant’s scheduled procedure, 
computer and paper records were searched to obtain the names and 
addresses of the children within the criteria for the study who were on 
specified day’s procedure lists. Those children were then given a unique 
identification number. The list of participants’ names and numbers was kept at 
the hospital, so no identifiable information was removed from the site. The 
parents of the participants were then sent an invitation to take part in the study
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(appendix 10)"^ , a parents information sheet (appendix 11), two children’s 
information sheets, one for children aged 8 to 11 (appendix 12) and one for 
children aged under 8 (appendix 13). It was usual protocol for research at the 
study hospital to distinguish between the two age groups in this way and by 
sending both versions to the parents; they could choose which one they 
thought most appropriate for their child. A consent (appendix 14) and an 
‘assent’ (appendix 15) form were also sent to all potential participants. 
Although the parents were required to give consent, it was felt that the 
children should be given a formal opportunity to indicate whether or not they 
wanted to participate after reading the information sheet and consulting with 
their parents. The information sheets and consent/assent forms were 
constructed in line with the study hospital’s requirements for such material. 
Also enclosed in the mailing sent to the parents was a letter that parents could 
take to their General Practitioner (GP) if they consulted them due to concerns 
about their child’s procedure (appendix 16). This was recommended by the 
Local Research Ethics Committee who felt that some parents would consult 
their GP with concerns and that GP’s should be aware of what study their 
patients were involved in if this was to happen. Finally, the three pre-operative 
measures as detailed above, with instructions for their completion were sent to 
the parents in the same mailing. In the invite letter, the parents were instructed 
to bring the completed consent/assent forms and three measures with them 
on the day of their child’s procedure if they agreed to take part. The measures 
were labelled with the participant’s unique identification number; however, the 
consent/assent forms were kept separately from the completed measures in 
order to maintain confidentiality.
At the same time as the information and measures were sent to the parents, 
the consultant physician responsible for the child’s care was sent a letter 
(appendix 17). This informed them that the particular child’s parents had been 
approached to take part in the study, allowing the physician to contact the 
researchers to express a desire for a particular child to be withdrawn from the
The invitation letter makes reference to 4-11 year old children, as it was also sent to the 
parents of the children invited to take part in a concurrent study carried out by another trainee 
clinical psychologist.
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study. No children were withdrawn from the study on their consultant 
physician’s request.
On the day of their child’s planned procedure, the parents were approached 
by one of the researchers on their child’s hospital ward. Following any 
questions being answered and/or the information sheets being given to the 
parents again, the consent/assent forms were then re-signed and dated (or 
signed and dated for the first time of the parents had not brought the original 
documents with them) indicating the parent and child still wished to take part 
in the study. If the parents had brought the three completed measures with 
them, these were collected at this point, or if for any reason the parents had 
not brought them with them, but still wished their child to take part in the study, 
the researchers gave them a new set of measures to complete. The 
researcher then completed the demographic data form with the parents. The 
usual procedure prior to the administration of anaesthesia was then carried 
out by the health care staff as normal.
Once the child had undergone the induction of anaesthesia, whether 
successful or not, the relevant version of the ICC was completed immediately 
by one of the ODAs.
All participants and their parents were given the opportunity for discussion 
with the researchers, the medical staff team responsible for their care or two 
clinical psychologists who were available for consultation. The researchers 
had a leaflet produced by the Royal College of Anaesthetists (2003) ready to 
be given to the parents of participants if they wished to know more about the 
anaesthesia procedure and what this meant for their child in a medical sense. 
This leaflet was publicly available on the internet for parents to access. 
However, no parents requested a consultation or asked specific questions 
about the anaesthesia procedure.
Research: MRP 170
3. Results
The findings of this study will be presented in this section. Firstly the revised, 
post-hoc power calculation will be presented, followed by the process of 
dealing with missing data. Then the calculations performed to test the study 
hypotheses will be detailed and the findings presented.
3.1 Power calculation
Data were obtained from 65 children. However, only 49 of these had a 
completed outcome measure (the ICC); therefore 16 children had to be 
excluded from the full analysis. Seventy nine parents were approached to 
obtain their permission for their child to take part in the study, therefore, 14 
(18%) declined to take part. This figure is obviously less than that planned as 
a result of the initial power calculation. This was due to a lower number of 
procedures taking place during the data collection period due to issues 
beyond the study’s control. Further, there were some difficulties in collecting 
the ICC data completed by the ODAs, resulting in the loss of 16 children to the 
study.
A power calculation was conducted again in a post-hoc test to ascertain the 
power obtained with a sample size of 49. The power was found to be 0.5778 (t 
test for correlations: effect size r=0.3, alpha = 0.05, 2 tailed). Therefore, the 
chance of making a type two error (not detecting an effect when there is one 
present) would be 42% (1 - 0.5778 = 0.4222). A second power calculation was 
carried out to determine if it was possible to carry out a multiple regression. 
The effect size convention was taken from Tabachnick and Fidell (2001). The 
finding was that with a sample of 49 with twelve predictor variables (including 
the demographic factors) the power would be 0.2420 (effect size F^ = 0.13, 
alpha = 0.05, critical F(12,36) = 2.0327). The chance of making a type two 
error using multiple regression would be 76% (1 - 0.2420 = 0.758). The 
analyses were therefore planned to be correlations with univariate regression 
carried out on any statistically significant correlations, to determine the 
magnitude of the relationship between the variables. A multiple regression 
analysis was also planned, however, following reference to conventions stated
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within Tabachnick and Fidell, it was decided to treat this approach with caution 
due to the low power of the study and the subsequent potential for a type two 
error.
3.2 M issing data
A systematic approach was taken to deal with missing data. Missing items on 
the SDQ were replaced with prorated scores as detailed in the description of 
the test (Goodman, 2001), this was necessary for eight participants’ data. 
Missing items on the CSWQ-R were dealt with in the same manner and was 
necessary for six participant’s data. There is no precedent for prorating scores 
on the CSWQ-R, however, this was considered necessary to avoid 
unnecessary loss of data. It was not possible to prorate data for the EAS 
(Buss & Plomin, 1984). For six participants entire measures were missing as 
they were unwilling to complete the measure. To delete all the data for these 
participants would mean the loss of valuable data; therefore, a missing values 
analysis was carried out as detailed in Tabachnick and Fidell (2001). This 
analysis involved conducting a t-test to ascertain any pattern occurring 
between the variables with more than 5% of the values missing and the 
outcome measure. At this point the two separate outcome measures of the 
ICC for inhalation induction and the ICC intravenous induction were merged 
as there were too few data to run separate analyses and there were no trends 
for higher scores for either type of induction. Further, it was not an aim of this 
study to compare the two types of induction^. There were 11 variables with 
more than 5% missing values. These were the CSWQ-R, all four factors within 
the EAS and all six scales within the SDQ. The missing values analysis 
revealed that there was no pattern to the missing values with respect to the 
outcome measure, ICC score.
There were very few missing data for the demographic variables. Amongst the 
EAS, SDQ and CSWQ-R, there were no measures less likely to be completed 
than another. Those parents who did not fill in the measures, tended not to fill 
in all three.
Reference, from this point, to ICC scores indicates the compiied totai score.
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As there was no pattern to the missing data, mean values for the measures 
were substituted for the missing values. Although considered an acceptable 
practice (Tabachnick & Fidell, 2001), this has obvious implications for the 
statistical analysis of the data, as regression to the mean may occur. 
However, if means were not substituted, cases with any missing data on a 
variable would be not be included in the analyses in which that variable was 
used. Therefore, data would have been lost and the sample size reduced 
further on individual tests. In order to asses whether substitution of the mean 
for missing values had an impact on the results obtained, the following 
analyses were repeated without mean values substituted. Although the 
sample size (and therefore statistical power) was reduced, the findings were 
the same.
3.3 Sample characteristics
The 49 children were aged between four and seven years of age, the mean 
age was 5.47 years (SD = 1.138). Twenty eight of the children were male, with 
44 children and 42 of the parents speaking English as their first language. 
Table 1 provides a breakdown of the ethnic origins of the children as cited by 
their parent. The 2001 census format was used to classify the child’s ethnic 
origin®.
Table 1: Ethnic origin of the participants
Ethnic Origin Number
White 37
Mixed 3
Asian 3
Black 5
Other 1
www.statlstics.gov.uk
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The parents were also asked to state the main care giver’s occupation. Table 
2 displays the answers to this question. The ‘Standard Occupational 
Classification’ categories^ were used to categorise the parent’s responses.
Table 2: Main caregiver’s occupation
Category Frequency
Professional 8
Managerial/technical 9
Skilled manual and non-manual 7
Partly skilled manual and non-manual 3
Unskilled manual and non-manual 2
Full time Mum/housewife 20
Table 3 displays the number of children admitted under each specialty for their 
procedure requiring GA.
Table 3: Number of children under each soecialitv
Specialty Frequency
Neurology 1
Urology 11
Orthopaedics 2
Ophthalmology 6
General Surgery 7
Plastics 2
ENT 9
Craniofacial 2
Maxillofacial/Dental 8
Cleft 1
 ^www.statistics.gov.uk
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Twenty two of the children were involved with other health or social care 
services. This included speech and language therapy, or paediatricians from 
local hospitals, for example. The majority (n=27) of children had travelled 
between one and two hours to get to the hospital. Fewer had travelled less 
than one hour (n=10) or longer than two hours (n=12).
Although no formal comparisons were made, it is felt that the sample 
characteristics are representative of the population from which it was drawn, 
as the hospital at which the study was carried out was a tertiary referral 
centre, receiving referrals from all over the UK, but particularly the large city in 
which it was situated. There were also a number of children involved with 
other services, which it is felt reflects the nature of the population of the study 
hospital. Further, there was an even spread of ages and an approximately 
equivalent number of boys and girls in the sample. There were, however, 
more children admitted under some of the specialties as compared to others. 
This is because procedures under some specialities occurred more on the 
data collection days, and will be held in mind when considering any 
relationships between specialty and difficulty of GA induction.
3.4 Hypothesis testing
Some of the factors in the pre-operative period that were measured with 
respect to their relationship to the outcome variable have already been 
discussed in the sample characteristics section (age, gender, type of 
procedure and time taken to travel to the hospital). Summary statistics for the 
remaining five demographic factors (number of previous procedures under 
GA, reaction to immunisations, whether the child stayed in the night before, 
whether the procedure was scheduled for the morning or afternoon and 
whether the child received any preparation) will be displayed next, followed by 
the three measures, EAS, SDQ and CSWQ-R.
3.4.1 Summary statistics
The mean number of previous procedures with GA was 4.14 (SD = 5.979), the 
median was 2 (interquartile range 1-4). However, the distribution was
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extremely positively skewed, as the range of values was zero to 33. This is 
due to seven of the children having had no previous procedures under GA, 
and 10 children, only one. This skewed distribution is reflected in the scores of 
skew (z score = 8.98) and kurtosis (z score = 16.92) and in the result of a 
Kolmogorov-Smirnov test (z=2.173, p<0.001). The possibility of transforming 
this variable was considered; however, this would have changed the nature of 
the variable (from interval to ordinal) and still would not have made the 
variable normally distributed, as the skew was large. A second option, to 
exclude extreme scores would not have been satisfactory as data would have 
been lost and it was felt important to include the data from those children who 
had had a large number of previous GA experiences, to maintain the ability to 
generalise the findings to a real world context.
Table 4 displays the frequency for the three different categories of reaction to 
immunisations. There were missing data for one child. It can be seen that the 
majority of children reacted well to having immunisations.
Table 4: Reaction to immunisations
How did the child react 
to the ir im m unisations?
Frequency
Well 22
Neutral 15
Badly 11
Twenty two children stayed in either the hospital or the hospital hotel the night 
before their procedure and 27 did not. Twenty seven children had their 
procedure scheduled for the morning and 22 for the afternoon. Thirty five 
children received some form of preparation, whereas 14 did not receive any 
preparation. A question yielding qualitative data was next asked of the 
parents, what form this preparation (if any) had taken. Of those that disclosed 
who provided the preparation it was found that the majority of children (n=22) 
had received preparation from a family member, with seven receiving 
preparation from a play specialist, three from a doctor at the hospital and two,
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from an anaesthetist at the hospital®. One child had been prepared by their 
dentist, another by a nurse specialist. Of those parents who said when the 
preparation had taken place, four said at a prior procedure for the child, three, 
at a pre-operative clinic and three, on the day of the procedure. Finally, of 
those who said how the preparation had been delivered, 20 said through 
talking, five, specifically through play and one said their child had been shown 
photos.
Table 5 displays the mean (with standard deviations) values for the pre­
operative measures. Median values (with interquartile ranges) are also 
presented to give an indication of the spread of the distribution of scores.
Table 5: Descriptive statistics for the pre-operative measures
Measure Mean (Standard 
Deviation)
Median (Interquartile 
Range)
EAS - shyness 10.86 (4.088) 11 (8-13.5)
EAS - emotionality 12.29 (4.560) 12(9-14.5)
EAS - sociability 18.35 (2.634) 19(17-20)
EAS - activity 19.41 (3.691) 20 (16.5-22)
SDQ 9.06 (5.475) 8 (4.5-12)
CSWQ-R 18.39 (13.903) 17(8-26)
ICC total score 1.78 (2.182) 1 (0-3)
It can be seen from the values displayed in table 5 that some of the variables 
may not be normally distributed. Of particular interest is the ICC total score 
variable, the outcome measure. Tests revealed that this variable was indeed 
not normally distributed. A Kolmogorov-Smirnov z score of 1.688 was 
obtained (p=0.007). The distribution was positively skewed as is reflected in 
the scores of skew (z score = 3.84) and kurtosis (z score = 2.14). Again, the 
decision was taken that it was not useful to transform this variable or to 
exclude any outlying values due to the extent of the skew and concerns over
® These categories are not mutually exclusive, for example, a child may have received 
preparation from their parent and a doctor.
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the ability to generalise (Wright, 2003), as children in a real-world setting may 
have such a wide range of scores.
There was a range of values within each of the four EAS factors and the 
measures of central tendency (table 5) indicate a normal distribution, as would 
be expected in the general population. The shyness and emotionality mean 
scores were below the mid point for the factor (mid point = 15), whereas the 
mean scores for sociability and activity were above the mid point (Buss & 
Plomin, 1984).
Again, there was a good range of scores on the SDQ and although the sample 
mean values were generally in the normal range, 6.2% of the sample were in 
the ‘borderline’ and 12.2% were in the ‘abnormal’ ranges for behavioural 
difficulties (Goodman, 1997). However, the majority (81.6%) of children in this 
sample had few behavioural problems as measured by the SDQ.
Given the possible range of scores from 0-68, the CSWQ-R measures of 
central tendency (table 5) indicate that the majority of children in the sample 
had few worries as rated by their parents. However, the range of scores (from 
0 to 63) obtained indicates some children had several worries. The most 
commonly cited worries were about pain, injections, having a needle in the 
arm and having blood taken. Fewer children were worried about how they 
would be anaesthetised and about being separated from their parents. Very 
few children were worried about what would happen to them whilst they were 
anaesthetised.
The ICC mean and median values are low (table 5) considering that the 
potential range of scores is from 0-10. Further analysis showed that there was 
a low incidence of difficulty of induction of GA as only three children scored six 
or more, an indication of a difficult induction (Kain et al., 1998) and 22 children 
had a ‘perfect’ induction. However, nine children were physically restrained 
during induction and three showed complete passivity. Two children began on 
one form of induction and had to change to the other as they had experienced
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problems with the first mode of induction. For one child, this led to a high (9) 
ICC score, however, this child’s score was not removed from the analysis as 
an outlier as it may have affected the ability to generalise from the study 
findings. No inductions were abandoned due to the child’s displayed anxiety 
behaviour. The most common reactions during induction as measured by the 
ICC were crying, turning head away from the mask or needle and pushing the 
mask away.
3.4.2 Tests o f relationships between variables
It was decided that non-parametric statistics would be carried out as the 
outcome measure, the ICC variable, was not normally distributed. The data 
from the ICC were deemed to be of interval status. Different types of tests 
were carried out to ascertain relationships between variables depending on 
the qualities of the independent variables. The age of the child, number of 
previous procedures under GA, experience of immunisations, time taken to 
travel from home, the scores from the EAS, SDQ and CSWQ-R were 
compared to scores on the outcome variable, the ICC, using separate 
Spearman’s rho (p) correlations. This was because the independent variable 
data were either of ratio, interval or ordinal level. The gender of the child and 
whether their procedure was scheduled for the morning or the afternoon were 
compared to the ICC using separate Mann-Whitney tests as the independent 
variable data were nominal with two levels. The type of procedure was 
compared to ICC scores using a Kruskal-Wallis test as the independent 
variable data were nominal with more than two levels. Whether the child had 
received preparation for their procedure and whether they stayed in the 
hospital the night before were compared separately to the ICC using point- 
biserial correlations as the independent variable data were binary.
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Statistically significant correlations were obtained for three of the pre-operative 
factors with the outcome measure, ICC score; number of previous procedures 
under GA (p(47)=0.346, p=0.015), EAS emotionality factor (p(47)=0.399, 
p=0.005) and EAS sociability factor (p(47)=0.353, p=0.013). All relationships 
were positive in direction, i.e. as the values in the independent variable 
increased, so did the values in the dependant variable. The scatter diagrams 
for each statistically significant relationship are shown below in figures 1 to 3.
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Figure 1 : Scatter plot depicting the relationship between ICC score and number of previous 
procedures under GA
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Figure 2: Scatter plot depicting the relationship between ICC score and EAS emotionality 
score
The scatter plots reveal a general linearity in the relationships between the 
variables. Further, although Spearman’s rho has been found to be less 
influenced by outliers than its parametric equivalent, in order to ascertain 
whether there was any influence from outlying values the analyses were re­
run without the outlier values, and for each of the three statistically significant 
results shown above, the findings remained the same.
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Figure 3: Scatter plot depicting the relationship between ICC score and EAS sociability score
The next step was to put the three variables separately into three simple linear 
regression procedures. This firstly yielded R and R^ values, which allowed 
effect sizes for this sample to be calculated. Variance in previous procedures 
under GA accounts for 8.2% of the variance in ICC score in this sample, 
variance in EAS sociability accounts for 11.3% and variance in EAS 
emotionality accounts for 16%. Effect sizes of 0.082 (8.2%) and 0.113 (11.3%) 
are small to medium effect sizes and 0.160 (16%) is a medium to large effect 
size (Clark-Carter, 1997).
The individual regression equations found that the above three variables were 
statistically significant in predicting ICC scores as shown by the values 
displayed in table 6..
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Table 6: Results of simple regression analyses
Predictor variable S tatistic
Number of previous 
procedures under GA
p=0.287, t(47)=2.052, p=0.046
EAS -  sociability factor P=0.336, t(47)=2.449, p=0.018
EAS -  emotionality 
factor
P=0.400, t(47)=2.994, p=0.004
The above table indicates that for a unit change in the EAS emotionality score, 
for example, the ICC score would change by 0.4 (part of a unit). The residual 
plots for each equation presented as being normally distributed, however, 
there was some evidence of heteroscedasticity, therefore, the regression 
equations displayed in table 6 should be interpreted with caution. However, 
the significant p values indicate that the three variables are better predictors of 
ICC score than using only the mean ICC score value (Field, 2000).
A stepwise multiple regression procedure was also carried out on the data, 
where all the twelve independent variables were placed in the analysis. Two 
predictor variables were established as combining to provide a suitable model 
for predicting variability in ICC score, the EAS emotionality factor and the 
number of previous procedures under GA. The value for the model is
0.238, indicating that the model accounts for 23.8% of the variance in ICC 
score, F(2, 45)= 7.019, p=0.002. The power calculation reported at the 
beginning of the results section, however, states that there was a 76% chance 
of a type two error occurring using a multiple regression equation. This will be 
discussed further in a later section.
3.5 Comparison w ith non-participants
Fourteen parents who were approached by the researchers did not wish their 
child to take part in the study and 30 children either did not attend (DNA) on 
the day of their procedure, or had their procedure cancelled by the hospital. 
Basic demographic data were collected for all 14 who did not consent to take 
part and eight of the children who did not attend or whose procedures were
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cancelled. Comparisons were made with those who did take part. Cross 
tabulations with Chi-square analyses revealed no differences between the 
three groups (declined to take part, DNA/cancelled and sample) on seven 
variables; age, sex, ethnicity, first language, first language of the parent, time 
taken to travel to the hospital, procedure to be carried out.
3.6 Reliability of the CSWQ-R
As the wording on CSWQ-R was changed to make it suitable for parental 
administration, and as the measure had not been used in the UK before, a 
Chronbach’s Alpha statistic was obtained to check the reliability of the 
measure. A value of a=0.748 was obtained. This is deemed to be a 
satisfactory level of internal consistency (Barker, Pistrang, & Elliott, 1994).
3.7 Inter-rater reliability
As two ODAs were involved in administering the ICC, it was important to 
consider their inter-rater reliability. Both ODAs completed a measure for five 
children to enable comparison. There was 60% agreement between the 
ODAs, as three of the five measures were rated exactly the same. This is 
deemed to be a ‘good’ level of agreement (Robson, 1993; cited in Clark- 
Carter, 1997). The two non-identically rated measures were within two points 
of each other. As there were only two ODAs involved in collecting this part of 
the data, there were several children whose procedures were overseen by 
other ODAs, which led to the loss of the 16 potential participants for whom the 
pre-operative measures had been obtained.
3.8 Qualitative data
Although parents were not obliged to give reasons why they did not want to 
take part in the study, some of the 14 spontaneously did so. Four parents 
were unable to speak English and four parents said they felt taking part in the 
study might upset their child. Three parents did not want to fill in the CSWQ-R 
in particular because they felt it would upset them to think about the items. 
Several parents commented that they found it difficult to rate how their child 
was feeling, particularly so for one parent whose child was non-verbal.
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Parents were given the opportunity to voice any other concerns they might 
have, as a part of completing the demographics form. The most commonly 
voiced worries or concerns were the long wait (and associated boredom or 
hunger for the child), the child being worried about having a needle in their 
arm and hopes that someone would have helped them to prepare their child, 
but that this had not happened. One parent said that their child used to be 
‘terrified’, however the staff had helped and encouraged him and he was much 
less scared now, further, another parent said that their child had found it 
helpful to see the operating theatre and the staff without masks and gowns on 
prior to their procedure. Parents also expressed worry about the outcome of 
the procedure (whether it would be ‘successful’). One parent said they were 
worried that their child wouldn’t wake up, another said they had found it hard 
to watch a previous induction for their child as it had been quite turbulent. 
Finally, three parents said it was worse for their child every time they had 
another GA, as they ‘know what to expect’, alluding to previous negative 
experiences.
3.9 Conclusions
Hypothesis one was supported by the findings of this study, that there was a 
relationship between emotionality and sociability aspects of the children’s 
temperaments and difficulty of induction of GA. This relationship was positive 
in direction. Hypotheses two and three were not supported by the findings, 
there was no relationship between either pre-existing behavioural problems or 
pre-operative worries and the difficulty of induction of GA. Hypothesis four was 
partially supported as there was a relationship between the number of 
previous procedures with GA for the child and the difficulty of induction of GA. 
Again, this relationship was positive. However, no relationships were found 
between the other demographic factors and difficulty of induction of GA. A 
model for predicting the variance in the difficulty of induction of GA was 
suggested by a multiple regression analysis, where the emotionality aspect of 
the EAS and the number of previous procedures with GA were the significant 
factors. These findings will be discussed in greater depth in the discussion 
section of this report.
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4. D iscussion
The concerns of the anaesthetists at the study hospital were the original 
premise for this study. One of the concerns was the uncertainty about the 
number of children displaying behavioural anxiety during the induction of GA. 
This concern can be now be quantified, as this study found that three children 
in the sample had a difficult induction as measured by the ICC (a score 
greater than six) and no procedures were abandoned due to the child’s 
displayed anxiety. However, as the anaesthetists were initially concerned, 
there was indeed a greater incidence of ‘lower level’ behavioural anxiety, as 
only 22 children had a ‘perfect induction’ indicating that 27 children displayed 
behavioural anxiety to a lesser extent. Therefore, over 55% of children 
experienced some difficulty during the induction of GA. This is much greater 
than the 16% found by Proczkowska-Bjorklund and Svedin in their 2004 study 
of two to seven year old children.
Further, nine children had to be physically restrained, which although this item 
alone only gives a score of ‘one’ on the ICC, is an obvious indication of some 
difficultly in the induction. Therefore, although no procedures had to be 
cancelled or postponed due to a child’s anxious behaviour, it would appear 
that the anaesthetists were accurate in their perception of the extent of the 
potential problems for children undergoing induction of GA. This leads on to 
their next concern of which children were ‘vulnerable’ to having a difficult 
induction and why. The aim of this study, therefore, was to ascertain which 
factors in the pre-operative period are related to a difficult induction of GA. 
The findings of this study were presented in the results section of this report, a 
further discussion of these findings will be offered here, followed by the 
limitations and implications of this study being considered.
4.1 Hypothesis one
There will be a relationship between the participant's temperament profile
and the difficulty o f induction o f G A.
A statistically significant correlation with the ICC (the outcome measure) was 
obtained for two of the four factors in the EAS: emotionality and sociability.
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The effect sizes for these two factors were 0.160 and 0.113 respectively; 
indicating that in this sample 16% and 11.3% of the variance in ICC score is 
accounted for by variance in the respective EAS factors. Further, both factors 
were found to be statistically significant predictors of ICC score in univariate 
regression equations. This would indicate that it is possible to draw some 
conclusions from these findings and to make some suggestions for future 
practice.
The EAS, as described in the method section of this report, was developed to 
measure temperament in children. The three temperaments as measured by 
the EAS are emotionality, activity and sociability. There is a fourth element of 
shyness, the items for which were originally used in the EAS measure for the 
sociability factor. However, a separate factor for sociability was created in the 
later version of the EAS (used in this study) as an equivalent to the concept of 
sociability in the adult version of the EAS and used different items (Buss & 
Plomin, 1984). It is interesting then that although a relationship was found for 
EAS sociability, a statistically significant relationship for shyness was not 
found. Perhaps we can conclude it is something within the concept of 
sociability as the EAS authors conceived it that is important for the children in 
this study. The authors. Buss and Plomin (1984) have explored the 
temperaments in terms of their impact upon an individual's likely behaviour in 
given situations. They describe people high on the sociability factor as wanting 
to “work and play with others” (pp.89), they “react positively to sharing 
activities and the back and forth interaction they find so rewarding” (pp.90). 
Sociable children seek out others to engage with, and if no actual people are 
available they (especially children) may resort to imaginary conversations 
(Buss & Plomin, 1984).
Perhaps we can understand the response of the children who scored high on 
the EAS sociability factor to the induction of GA to be due to their removal 
from situations where they are able to socialise. When in hospital, they are 
away from their friends, school and usual social circumstances. Further, 
although they may be able to socialise with other children on the ward and in
Research: MRP 187
the playroom, once they have been taken down to the operating theatre area, 
the opportunities for socialisation are further reduced. In this area there are 
only adults whose attention is on conducting necessary tasks and not 
necessarily on socially conversing with the child. As the parents may also find 
themselves anxious, they too may be less able to interact with their child than 
usual. With the removal of the potential for experiences which the child values, 
they may experience an increase in their level of anxiety and distress, as to be 
unable to socialise is defined as a negative experience for the child. This may 
then lead to the display of anxious behaviours and a difficult induction of GA. 
The potential of such explanations to lead to ideas to assist children 
undergoing a procedure will be discussed in a later section of this report.
Buss and Plomin (1984) also considered how an individual scoring high on the 
emotionality factor may interact with their environment. They state that such 
people “seek safety and avoid environments that are potential threats. Thus 
they back off from strange places and people” and that they may have a “fear 
of being alone or in a hospital” (pp.89). Further,
emotional people tend to become insecure and anxious when 
confronted with strangers... they prefer situations that are calm to the 
point of dullness or at least situations that pose no threat or possible 
insult (pp.90).
If this explanation holds true, then going to hospital for a procedure is 
potentially an experience likely to make a child high on the emotionality factor 
anxious. Further, the culmination of that experience, going to theatre for a 
procedure under GA, surrounded by strangers, feeling threatened and 
imminently to be alone (at least without their parents) such a child may 
experience high levels of distress and anxiety. Further, the nature of the items 
on the EAS emotionality index indicate a high level of expressed emotion, for 
example, the item, ‘child reacts intensely when upset’, may indicate that even 
when upset, such children are more likely to display the anxiety and distress 
they are feeling. Again, the implications of understanding what such children
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may be experiencing in terms of assisting them will be considered later in this 
report.
In comparison with previous work, the findings of this study in relation to 
temperament factors are quite different. A review of studies in fact found that 
lower values on emotionality and sociability were related to pre-operative 
anxiety (Caldas et al., 2004), the opposite of the findings of this study. In 
particular, a study by Kain et al. (2000) found that children (aged three to ten) 
with low scores on the sociability factor of the EAS experienced more anxiety 
in the peri-operative period. They hypothesise that these children become 
more anxious in ‘novel’ situations and that the children who had higher scores 
on the sociability factor may be able to use social interactions to cope with the 
situation. It is possible that the children in Kain’s study were able to interact to 
a greater extent with those around them in the peri-operative period as the 
study was carried out in the US, where practices are different. Further, the 
children were aged three to ten, it is possible that the older children 
experienced and displayed their anxiety differently to the four to seven year 
olds in the present study. However, as this is purely speculative, further 
investigation of the relationship of sociability and emotionality of the child to 
difficulty of induction in the future may shed more light on the nature of this 
association.
4.2 Hypothesis two
There will be a relationship between pre-existing behavioural problems In
the participant and the difficulty o f Induction o f G A.
A statistically significant relationship was not found between behavioural 
problems and the difficulty of induction of GA. Although this absence of a 
relationship was also reported in a previous study (Proczkowska-Bjorklund & 
Svedin, 2004), there was a low incidence of behavioural problems as 
identified by the SDQ in the present study. It is possible that there were too 
few children with behavioural problems in this study in order to detect a 
relationship with difficulty of induction. Although, several children did have 
SDQ scores in the ‘borderline’ and ‘abnormal’ ranges indicating the presence
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of behavioural problems for some of the children. However, hypothesis two 
was not supported.
4.3 Hypothesis three
There will be a relationship between the participant’s pre-operative worries
about the procedure and the difficulty o f Induction of G A.
A statistically significant relationship was not found between pre-operative 
worries and the difficulty of induction of GA. The majority of children in the 
sample had a low score on the CSWQ-R, the measure used to quantify pre­
operative worries; however some children did have several worries. The 
majority of worries were around needles and having blood taken rather than 
specifically about the GA process. The low number of worries reported could 
account for why no relationship was detected. It is possible that the measure 
was not able to tap the anxious cognitions of this age group, which may not be 
around worries such as waking up during the procedure or having scars, but 
rather about being separated from their parents or exposure to needles. 
Therefore, for those children displaying behavioural anxiety in the induction 
period, the cognitive precursor to the anxiety response may not have been 
captured by the CSWQ-R. It must also be considered that the measure was 
changed from its original format as a child completed measure (Mendez et al., 
2001) to a parent completed measure. Although the reliability test performed 
on the revised measure found a satisfactory level of internal consistency and 
was therefore an adequate measure, it is possible that parents were not able 
access what their child was worried about. Although a more difficult approach, 
it is possible that a more accurate representation of the children’s worries may 
be accessed in future work by directly involving the children themselves.
4.4 Hypothesis four
There will be a relationship between specific demographic factors for the
child and the difficulty o f induction o f G A.
There was a statistically significant relationship between the number of 
previous procedures under GA and the ICC score. A small to medium effect 
size was detected and indicated that 8.2% of the variance in ICC scores is
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explained by variance in the number of previous procedures under GA. The 
number of previous procedures under GA was also found to be a statistically 
significant predictor of ICC score in an univariate regression equation.
The mean number of previous procedures with GA was 4.14, however, whilst 
the majority of children had either zero or one previous procedure, some 
children had had several, the most being 33. It is not certain whether this is 
representative of most children in the UK population, as it is likely that the 
children at the study hospital may have a higher than average number of 
procedures as it is a large, tertiary referral children’s hospital. However, it 
remains for children who have several procedures under GA; they may be 
increasingly likely to experience a difficult induction of GA.
The finding that there was a positive relationship between the difficulty of 
induction of GA and the number of previous procedures under GA has been 
found in other studies. Kain et al. (1996) found that children aged two to ten 
with previous hospitalisations were more likely to have an anxious reaction to 
a procedure. Further Proczkowska-Bjorklund and Svedin (2004) found that 
children aged two to seven who had experienced a previous ‘traumatic 
hospital event’ were more likely show non-compliant behaviour during 
induction of GA. This relationship was also detected in a study carried out in 
2002 at the same hospital as the present study was carried out (Meyer & 
Lakheeram, 2002). In this study, again, children with previous experience of 
GA had more stormy inductions. It is important to repeat this finding as it has 
been suggested that the opposite may be true that anxiety may be lower in 
children with previous experience (Mendez et al., 2001). Anecdotally, this 
would be true of some of the parents and staff member’s views, citing that the 
child ‘knows what to expect’, that they are ‘an expert’. Previous experience is 
deemed to be a valued quality, as the need for further preparation is negated, 
as the child already knows what to expect. Such children are sometimes 
affectionately referred to as being able to tell the doctors what to do as they 
have had more experience. However, two parents in this study would have 
disagreed with this view, as they felt their children’s experience had become
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‘worse every time’. It would appear that further consideration of why this 
relationship between past and current experience of GA exists, and what can 
be done to help such children, is needed.
In the introduction to this report, a theory of how children make sense of 
concepts of health and illness was proposed (Bennett, 2000). The application 
of this model to the finding that prior experience of GA is related to a difficult 
induction of GA would suggest that the cumulative experience builds up a 
child’s concept of what it means to be healthy or otherwise. That is, as 
children progressively experience more procedures, they may gain a greater 
understanding that this means there is something ‘wrong’ with them, which 
may cause them anxiety. Further, it may be cumulative experience of negative 
stimuli such as needles or other medical equipment. Many parents (in the 
qualitative data) cited needles and fears about injections as being a part of 
their child’s experience of undergoing a procedure under GA. Another parent 
also mentioned fear of the mask used to administer inhalation GA. It may be 
possible that a child may also have a mask or needle phobia, a phenomena 
described in a previous study (Przybylo et al., 2005). It is possible for us to 
make sense of this within a learning theory model. As the child is exposed to 
repeated aversive experiences (waking from GA; feeling nauseous, pain and 
restriction of activity) they may begin to associate the events in the period 
culminating in the administration of GA with these negative experiences. 
Therefore, the walk to the theatre, arrival in the pre-operative room, the mask 
or needle, become conditioned stimuli and the child has an anxiety response. 
As the exposure is intermittent, possibly months or years apart, the child does 
not become habituated to the stimuli and the anxiety response continues. It 
has been suggested that it is possible for children to ‘habituate’ to the 
experience of undergoing a procedure, although this may take several 
experiences, possibly as many as 12 (Jay, Ozolins, Elliott & Caldwell, 1983). 
As only six children in the present study had 12 or more procedures, it is 
certainly possible that they had not yet ‘habituated’ to this experience. A 
similar way of understanding this process has been proposed by Kain et al. 
(1996) who also stated that the quality (positive or negative) of the previous
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experiences is important. However, Lumley, Melamed and Abeles (1993) 
found that a history of prior procedures was the best predictor of anxiety at GA 
induction, regardless of the quality of the experience. Although the present 
study did not measure whether the children’s previous experiences were 
positive or negative, a relationship was still detected, suggesting the quality of 
the previous encounter may not be the key factor.
It is also possible that the finding that there is a relationship between previous 
GAs and difficulty of induction is a result of artefact. It is possible that those 
children who had a greater number of previous procedures under GA are in 
fact more seriously ill than those with fewer previous procedures and it is 
anxiety over illness that is causing the child anxiety at induction of GA. It is not 
possible to determine this within this study, although children whose condition 
was deemed to be life-threatening were excluded from this study. However, in 
summary, hypothesis four was supported.
4.5 Multiple regression
Finally, a multiple regression analysis was carried out on the data. A model 
which included the EAS emotionality factor and the number of previous 
procedures under GA as predictive factors was found to be a significant 
predictor of variance in the difficulty of induction of GA. This model accounted 
for 23.8% of the variance in the difficulty of induction score. The post-hoc 
power calculation carried out found that there was a 76% chance of a type two 
error occurring in a multiple regression analysis. It is interesting that a 
significant predictive model was obtained in an under-powered analysis, 
although, it is suggested that this result is not interpreted alone. When 
considered in combination with the results of the correlational analyses and 
the univariate regression equations, it would appear that the EAS emotionality 
factor and the number of previous procedures under GA are potentially the 
key factors of interest. However, to discard the EAS sociability factor, is 
perhaps, premature. In order to further understand the relationship between 
these factors and the difficulty of induction, further research is necessary.
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4.6 Overall summary
Two of the four hypotheses were supported, as aspects of the child’s 
temperament and having previous experience of procedures under GA were 
found to have a positive relationship with the difficulty of induction of GA.
The ICG was found to be a useful measure of the difficulty of induction of GA 
as a range of scores were obtained, the ODAs who completed the measure 
felt it was a useful tool to record the experience of the child (face validity), and 
a good level of inter-rater reliability was achieved. The item regarding 
complete passivity as an indicator of behavioural anxiety was useful, as it 
captured the experience of three of the children, whose anxiety was displayed 
as such rather than aggressive motor activity or crying.
4.7 Limitations
Although this study found some interesting findings, there are some aspects 
which were constrained by the resources available and issues beyond the 
author’s control which, nevertheless, may have had an effect on the outcome.
4.7.1 Power
The initial power calculation for this study indicated that 82 participants would 
be required to achieve power of 0.80. However, only 49 participants were 
recruited due to a reduction in the number of procedures under GA carried out 
during the study period due to issues beyond the study’s control. A post-hoc 
power calculation indicated that the power would only be 0.5778, increasing 
the chance of making a type two error to 42%. Consequently, there was a 
42% chance that a statistically significant relationship would not be detected 
when in fact there is one. This indicates that there was the potential for 
relationships to exist between pre-existing behavioural problems, pre­
operative worries and several of the demographic factors and the difficulty of 
induction of GA that were not picked up by this study due to the lack of power. 
However, statistically significant findings and adequate effect sizes were 
obtained for other variables. It is interesting that these relationships were 
evident even in an under-powered study.
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4.7.2 Parent completed measures
The three pre-operative measures were completed by parents as a proxy for 
their child. Although designed or adapted to be used as such, it is possible 
that the parents were not able to accurately reflect their child’s thoughts, 
feelings and attributes. Some parents commented on this. Parent completed 
measures are often used. For example, Tripi et al. (2004) asked the parents of 
children aged one to nine to complete measures of their child’s temperament 
and sleep problems. Further, it was felt necessary to involve the parents 
rather than the child directly, due to the concerns raised in the introduction 
section regarding the children’s ability to fill in measures and moreover, to be 
able to provide informed consent to do this.
4.7.3 Potentially influential factors
Although several factors in the pre-operative period were selected to be 
included in this study following consultation with the literature, there may have 
been other pertinent factors that were not included in this study that could 
have had an effect on the difficulty of induction of GA.
Children with a learning disability were included in the study, as it was felt that 
to exclude such children would limit the applicability of the study findings. 
However, no comparisons were made between children with or without a 
disability. It is possible that the presence of a learning disability may have 
affected the child’s ability to understand the process of undergoing GA and a 
procedure. The relationship between peri-operative anxiety and cognitive 
ability has been examined in a previous study o f children aged three to ten 
(Kain et al., 2000), where a positive relationship between intelligence and 
anxiety was found. It is possible that different outcomes would have been 
obtained in this study if children with learning disabilities were compared to 
those without.
Although only 12% of children at the study hospital are given a pre-med 
(Meyer & Lakheeram, 2002), this factor was not measured in the present 
study and having a pre-med may have had an affect on the behavioural
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anxiety levels of the child and therefore the difficulty of induction of GA. 
Although previous studies have found similar levels of noncompliant behaviour 
at induction in sedated children as compared to unsedated children (McGraw,
1994), it is possible that differences may have been found in the present study 
if this factor had been measured.
Further, no data were collected on whether the child had a cannula inserted 
before they left the ward or when they arrived in the theatre. The timing of this 
is a clinical decision and it was not possible to accurately quantify this factor 
as the researcher would arrive at different times on the ward and speak to the 
parents when convenient. It was, therefore, not possible to know whether the 
cannula was inserted after the researcher left the family on the ward. The 
timing of the cannula being inserted, (if indeed this did happen, as some 
children had an inhalation induction, not requiring a cannula) may have an 
effect on the anxiety levels for the child. For example, if a child had a cannula 
inserted 45 minutes before going to theatre, this may be the peak of their 
anxiety and they may feel less anxious by the time the induction of GA begins. 
It is not possible to know whether this was the case in this study.
Although several of the measures had a space on the form for the parent to 
write the date of completion, this was not reliability completed and it was not 
possible to include this data in the analysis. It is possible that parents may 
have reported differently depending on the time before their child’s procedure, 
i.e. completing the measure two weeks prior to coming to the hospital may 
have yielded different answers to completing the measure on the day of the 
procedure. This concern potentially only applies to the CSWQ-R, as the SDQ 
and EAS measure more stable constructs; behavioural problems and 
temperament, which would not be expected to change in the weeks prior to 
the procedure. Therefore parents may have only reported differently on the 
CSWQ-R and in describing other worries and fears for the demographic data 
collection form.
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There are other measures of anxiety or displayed distress that could have 
been used in the place of the ICC. This may have involved quantifying anxiety 
at other time points than at induction of GA. However, as described in the 
introduction, the decision was taken that the induction of GA was the time 
point at which displayed anxiety had the greatest consequence for the child in 
terms of the connection with post-operative behavioural difficulties and for the 
anaesthetists in terms of decisions regarding whether to continue with the 
induction and restrain the child or to postpone the procedure. Measures such 
as the Brief Behavioral Distress Scale (Tucker, Slifer, & Dahlquist, 2001) and 
the Observation Scale of Behavioral Distress (Jay & Elliott, 1984) have been 
used in previous studies to quantify displayed anxiety behaviours. However, 
such measures were not developed to be used specifically at the induction of 
GA, and not specifically to rate the difficulty of this process. Further it has 
been suggested that such measures quantify the pain response rather than 
the anxiety response (Elliott, Jay & Woody, 1987). The potential use of the 
MYPAS at the point of induction was discussed in the introduction section of 
this report, however, it was decided that this measure would be inappropriate 
due to its length. The use of the MYPAS in the pre-operative period would 
have been possible, although the ethics committee felt that this was placing 
an unnecessary burden on children and their parents and the measure could 
not be used. It is possible that including a measure of pre-operative anxiety 
may have been beneficial in this study, in order to link it with the difficulty of 
induction. An interesting recent approach may provide an alterative solution. 
Children’s drawings have been used to rate their anxiety level in the pre­
operative period (Puura et al., 2005). This is an interesting development in this 
area, as there are few established, self-report measures for use with young 
children.
Finally, it is possible that other factors such as the child’s locus of control or 
attachment style may have an effect on their response to the induction of GA. 
The effect of a child’s locus of control on their response to aversive medical 
procedures has been investigated in previous studies (Bachanas & Roberts,
1995). It is also possible that children who are securely attached to their
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parents may show less behavioural anxiety as they may have the capacity to 
cope with the separation, more so than a child who is insecurely attached. 
Further, it has also been suggested that children form a substitute attachment 
relationship with their professional care-givers during their stay in hospital, 
partly provoked by separation from their usual care-givers and feelings of 
vulnerability and dependency that ill-health may evoke (Altschuler, 1997). 
These two factors, along with many potential others related to the child's 
interactions with wider systems around them (for example, experiences at 
school) were not investigated in this study; however, it is possible that further 
work could incorporate such concepts.
4.7A  Scope to generalise to other populations
During the development the ethics committee recommended excluding 
children whose parents could not speak English. This was because it was not 
possible to ensure that interpreters were available to these families. This 
obviously limits the ability to generalise the study to a general UK population 
and although very few families were not approached because of this exclusion 
criterion it remains that future work should consider this and aim to ensure 
access to inclusion in the study.
A further exclusion criterion was that children undergoing life saving or 
emergency procedures were not to be approached. This was because it was 
felt that different concerns and levels of anxiety would be occurring for these 
families, further, it was deemed unethical to approach families at such a 
difficult time for them. However, one study has found that whether the 
procedure was elective or emergency made no difference to levels of pre­
operative anxiety (Holm-Knudsen, Carlin, & McKenzie, 1998). It may be 
possible, therefore, to generalise the findings of this study to children 
undergoing emergency procedures also.
Turning to a consideration of the number of procedures under different 
specialities; there were a greater number of procedures carried out under 
urology and maxillofacial/dental. The findings of this study therefore, may
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specifically relate to children in these specialities rather than across the whole 
hospital, or indeed the whole UK population. No relationship was found 
between speciality and difficulty of induction of GA. This could be because a 
relationship did not exist, or it is possible if there had been a wider spread of 
participants across the specialties, a relationship may have been found.
Finally, although some parents declined to take part in the study, analyses 
revealed that there were no differences between those who declined and 
those whose parents consented to take part. Analyses of the sample 
characteristics reflected a pattern analogous with that expected at the study 
hospital. However, as the study hospital was a children’s tertiary referral 
centre, it is possible that the findings cannot be generalised to wider settings,
i.e. local general hospitals. However, it is felt that the findings are of relevance 
to a wider setting if the reader is to compare the characteristics of the study 
sample with the characteristics of those in their population.
4.8 Research implications
The immediate implication of this work for further study is to apply what has 
been learned here as described in the limitations section and to extend the 
study. Firstly, increasing the number of participants would not only increase 
the power of the study (as adequate effect sizes were obtained) but if these 
participants were from diverse communities, then the possibility of 
generalisations from the work would be extended. Further, comparisons 
between children admitted for day surgery only compared to those staying 
overnight may be possible with a greater number of participants from different 
specialities. It may also be possible to employ other methods of data collection 
to provide a different perspective, for example using children’s drawings to 
assess their levels of anxiety in the peri-operative period (Puura et al., 2005). 
This approach could potentially be extended to include accessing the 
children’s worries. This may ameliorate the difficulties associated with using 
parents as ‘proxies’ for their children in completing the CSWQ-R, as in this 
study. Incorporation of measures which could assess attachment or locus of
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control may also shed further light on why some children find the induction of 
GA more difficult than others.
Although such extensions suggest a quantitative approach, a qualitative 
approach may be an appropriate way to follow up the findings of this study. As 
two temperament factors and the previous experiences of GA were found to 
be related to difficulty of induction of GA, children awaiting a procedure could 
be interviewed to explore these factors further. A qualitative approach would 
allow richer data to be gained from the population and to explore the children’s 
cognitions with regard to undergoing a GA, whether their temperament 
indicates particular worries and indeed whether previous experience has left 
them with memories that resurface when back in hospital. It may even be 
possible to follow some children over their ‘hospitalisation career’. If some 
children are indeed having repeat admissions and procedures, to repeatedly 
interview these children and their families over a number of years may reveal 
how the experience affects each subsequent admission and their 
development in general.
4.9 Clinical and service implications
As this study has been able to identify which children are more likely to have a 
difficult induction of GA, it is now possible to make recommendations to the 
study hospital in particular about how best to identify and assist these 
children. The EAS measure is freely available and could be reproduced and 
used to identify which children have elevated (possibly using the mid point of a 
score of 15 for each factor as a cut off) scores for sociability and particularly, 
emotionality. The EAS is relatively short, having only twenty items and takes 
approximately one to two minutes to complete. The EAS could be 
administered to the parent at either the pre-operative clinic or when the family 
arrive at the ward. The scoring and interpretation takes approximately 2-3 
minutes per measure, allowing for quick application of results. Formal training 
is not required to administer the EAS and any member of staff given the 
measure and the scoring criteria could quickly determine whether the child 
had elevated scores on emotionality or sociability. The potential to determine
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these children is that they can then receive preparation, possibly from a play 
therapist, which may reduce the likelihood of them finding the induction of GA 
difficult.
The same principle can be applied to the finding that previous experience of 
GA is related to a difficult induction. Information regarding the number of 
previous procedures could be obtained from the parent, again either at the 
pre-operative clinic or on arrival at the ward. For those children who have had 
previous procedures, a short amount of time could be spent with the parent 
asking about these experiences and whether there had been any areas of 
difficulty, for example, if the child had become very anxious when they were 
asked to leave the playroom to get ready to go to theatre. This information 
could be used again to prepare the child, to focus on the times they have 
found difficult and possibly to address any worries they may have. Again, this 
would take very little time in a busy department and would allow preparation to 
be provided for the child and family.
Preparation for a procedure was discussed in the introduction section of this 
report and although a statistically significant relationship was not obtained 
between whether preparation was received or not and the difficulty of 
induction of GA in this study, it is felt that it is still an important factor. It is 
possible that the reason that a relationship was not found was that the 
majority of children received the preparation from their parents. Only a small 
number of children received preparation from someone at the hospital: this is 
possibly due to the financial cost of employing specialist play therapists, 
preventing application of play therapy to a greater number of children 
(Thomas, 2005). Further, the majority of the preparation was delivered 
through talking. It is debateable whether this type of preparation would have 
proved the most useful for children. The evidence points to comprehensive 
preparation packages being the most appropriate, including tours of the 
theatres, a video detailing what to expect and use of peer modelling and role 
play. A play therapist may be able to implement the most appropriate method 
to use with a child and/or provide structured play therapy, to convey
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information to the child (Watson & Visram, 2003). If these methods were to be 
employed with the children who were high on emotionality and sociability on 
the EAS and had had previous procedures, it may be more effective for those 
children in reducing their anxiety.
Even if formal play therapy or the other techniques discussed are not 
available, if the medical staff are aware that a child has the potential to 
become anxious during induction of GA, they may prepare for this eventuality 
and employ methods such as distraction and talking to the child. Further, 
Bothe and Galdston (1972) hypothesise that children use their relationships 
with others, for example, the nurse or the anaesthetist as coping strategies. 
The children potentially use the explanations given to them by such people as 
a “souvenir of a relationship that gave them a sense of mastery” reducing the 
“anxiety of uncertainty to words” (Bothe & Galdston, 1972, pp.260). This is an 
important role that all staff members can play. Further, such approaches can 
be employed at all hospitals where children are undergoing procedures under 
GA, not necessarily only at large children’s hospitals such as the study 
hospital where several play specialists are employed, as all staff members can 
become involved. A trusting, supportive relationship with health care 
professionals has been consistently found to be important to parents and 
children in reducing anxiety levels (lacobucci, Federico, Pintus, & DeFrancisci, 
2005; O'Conner, 2000). The establishment of such relationships with health 
care professionals may also be related to the ‘habituation’ effect discussed 
earlier in this report. It has been suggested that, ultimately, children not only 
habituate to undergoing a procedure due to repeated exposure (therefore 
experiencing a reduction in the anxiety response), but also establish 
increasingly warm and trusting relationships with staff over this time (Jay, 
Ozolins, Elliott & Caldwell).
It is important to note that several of the parents said their child had received 
their preparation at a previous surgical procedure, which had not been 
repeated at the present occasion. This study would suggest that children who 
have previous experience are the very children who should receive
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preparation even if they have received it on a previous occasion. Information 
about the quality of that experience, whether the child found it generally 
positive or negative may also be very helpful to the person preparing the child. 
It may also be important to prepare the parents, as the findings from this study 
would suggest that currently they have a very important role in preparing their 
children. Further, the parents talked about wanting assistance to be able to 
prepare their child. However, as the relationship between the temperament 
factors and previous experience of GA and difficulty of induction is not a 
causal one, it would not be appropriate, for instance, to tell the parent that 
their child is ‘likely’ to have a difficult induction, as this is not the nature of the 
relationship. Rather, it is in targeting preparation to those children that may 
find the induction of GA more difficult. Giving the parents an actual role (for 
example, in distracting their child) during the induction of GA has not been 
found to reduce the child’s anxiety levels compared to the parent just being 
present (Watson, Srinivas, Daniels, & Visram, 2002). Therefore, it is not 
suggested that parents have an active role in this area, rather that they 
receive information and preparation in order to be better able to support their 
child and reduce their own anxiety (Visintainer & Wolfer, 1975).
4.10 Conclusion
The aim of this study was to ascertain which factors in the pre-operative 
period were related to a difficult induction of GA. Through administering 
measures of temperament, pre-existing behavioural problems, pre-operative 
worries and collecting information on demographic factors, some statistically 
significant relationships with difficulty of induction were observed. The 
temperament factors of emotionality and sociability in the child as well as 
previous experience of procedures under GA were found to be related to the 
difficulty of induction of GA. As difficulty of induction of GA was a measure of 
displayed behavioural anxiety, we can conclude that these factors are 
implicated in the anxiety response. Understanding that these factors are 
related to the anxiety response we can now appropriately target preparation in 
its different forms to these children and their families. This preparation may 
reduce the likelihood of the child experiencing a difficult induction and the
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associated negative behavioural changes occurring in the days after the 
procedure, or even the procedure being postponed or cancelled. The findings 
of this study may be extended through further research looking in further detail 
at these pre-operative factors and their relationship to anxiety in children 
undergoing GA for a procedure in order to further alleviate the difficulties this 
can cause for the children and their families.
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Appendix 1
Induction Compliance Checklist - Inhalation version
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Date completed......................
The Induction Compliance Checklist - Inhalation
Please read each of the statements below and tick whichever 
applies to the child. Please note, you may tick more than one 
description if more than one applies.
DESCRIPTION TICK
Perfect Induction (does not exhibit negative behaviours, 
fear or anxiety
Crying, tears in eyes
Turns head away from mask
Verbal refusal, says ‘no’
Verbalisation indicating worry or fear, e.g. “where’s 
mummy?” or “will it hurt?”
Pushes mask away with hands, pushes nurse/anaesthetist 
away with hands/feet
Covers mouth/nose with hands/arms or buries face
Hysterical crying, may scream
Kicks/flails legs/arms, arches back, and/or general 
struggling
Requires physical restraint 
Complete passivity, either rigid or limp 
INDUCTION NOT COMPLETED
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Appendix 2
Induction Compliance Checklist - Intravenous version
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Date completed.......................
The Induction Compliance Checklist - Intravenous
Please read each of the statements below and tick whichever 
applies to the child. Please note, you may tick more than one 
description if more than one applies.
DESCRIPTION TICK
Perfect Induction (does not exhibit negative behaviours, 
fear or anxiety
Crying, tears in eyes
Pulls arm away from needle
Verbal refusal, says ‘no’
Verbalisation indicating worry or fear, e.g. “where’s 
mummy?” or “will it hurt?”
Pushes needle away with hands, pushes 
nurse/anaesthetist away with hands/feet
Tries to cover IV site
Hysterical crying, may scream
Kicks/flails legs/arms, arches back, and/or general 
struggling
Requires physical restraint 
Complete passivity, either rigid or limp 
INDUCTION NOT COMPLETED
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Appendix 3
The Modified Yale Preoperative Anxiety Scale
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The Modified Yale Preoperative Anxiety Scale
Please read each of the statements below and circle the number of 
whichever statement in each category applies to the child. Please do 
not tick more than one statement in each category.
Activity
1. Looking around, curious, playing with toys, reading (or other age 
appropriate behaviour); moves around holding area/treatment room 
to get toys or go to parent; may move toward operating room 
equipment
2. Not exploring or playing, may look down, fidget with hands, or 
suck thumb/blanket; may sit close to parent while waiting, or play 
has a definite manic quality
3. Moving from toy to parent in unfocussed manner, non-activity- 
derived movements; frenetic/frenzied movement or play; may push 
mask away or cling to parent
4. Actively trying to get away, pushes with feet and arms, may move 
whole body; in waiting room, running around unfocussed, not 
looking at toys, will not separate from parent, desperate clinging
Vocalisations
1. Reading (nonvocalising appropriate to activity), asking questions, 
making comments, babbling, laughing, readily answers questions 
but may be generally quiet; child too young to talk in social 
situations or too engrossed in activity to respond
2. Responds to adults but whispers, “baby talk”, only head nodding
3. Quiet, no sounds or responses to adult
4. Whimpering, moaning, groaning, silently crying
5. Crying, or may be screaming ‘no’
6. Crying, screaming loudly, sustained (may be audible through mask) 
Emotional Expressivitv
1. Manifestly happy, smiling or concentrating on play
2. Neutral, no visible expression on face
3. Worried (sad) or frightened, sad, worried or tearful eyes
4. Distressed, crying, extreme upset, may have wide eyes
Research: MRP 218
State of Apparent Arousal
1. Alert, looks around occasionally, notices or watches what 
anaesthesiologist does (could be relaxed)
2. Withdrawn, sitting still and quiet, may be sucking on thumb or 
have face turned into adult
3. Vigilant, looking quickly all around, may startle to sounds, eyes 
wide, body tense
4. Panicked, whimpering, may be crying or pushing others away, 
turns away
Use of Parents
1. Busy playing, sitting idle, or engaged in age appropriate behaviour 
and doesn’t need parent; may interact with parent if  parent initiates 
the interaction
2. Reaches out to parent (approaches parent and speaks to otherwise 
silent parent), seeks and accepts comfort, may lean against parent
3. Looks to parent, apparently watches actions, doesn’t seek contact 
or comfort, accepts it if  offered or clings to parent
4. Keeps parent at a distance or may actively withdraw from parent, 
may push parent away or desperately clinging to parent and not let 
parent go
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Appendix 4
Emotionality, Activity and Sociability scale
Research: MRP
Date completed.
The EAS
Please rate each of the items for your child on this scale
1 2  3 4
220
Not characteristic or 
typical of your child
Very characteristic or 
typical of your child
Rating
1. Child tends to be shy_
2. Child cries easily____
3. Child likes to be with people,
4. Child is always on the go___
5. Child prefers playing with others rather than alone,
6. Child tends to be somewhat emotional
7. When child moves about, he/she usually moves slowly
8. Child makes friends easily_________________________
9. Child is off and running as soon as he/she wakes up in the morning.
10. Child finds people more stimulating than anything else___________
11. Child often fusses and cries
12. Child is very sociable.
13. Child is very energetic.
14. Child takes a long time to warm up to strangers,
15. Child gets upset easily_____________________
16. Child is something of a loner.
17. Child prefers quiet, inactive games to more active ones,
18. When alone, child feels isolated____________________
19. Child reacts intensely when upset.
20. Child is very friendly with strangers
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Strengths and Difficulties Questionnaire
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Appendix 6
Children’s Surgical Worries Questionnaire - Revised
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Date completed.................
The CSWQ-R
These are some of the thoughts that other children and young 
people have had about going to hospital for an operation. We 
would like to know if your child has the same thoughts. Please tell 
us how worried you think your child is about each of the following 
situations, using the scale below:
0 1 2 3 4
Not at all 
worried
A little 
worried
Quite
worried
Very
worried
Extremely
worried
MY CHILD IS WORRIED ABOUT.
1 Not getting completely better from the illness after the operation (_
2. Feeling a lot of pain
3. Injections
4. Having a needle in their arm for a long time
5. Having blood taken
6. How they’ll be anaesthetised
7. What they’ll feel during anaesthesia
8. Waking up before the operation is over
9. How they’ll wake up after the operation
10. What the operating room will be like
12. What they’ll feel during the operation
13. The operation not being a success
14. Having scars left after the operation
15. Who’s going to do the operation
16. What they’ll be able to do while they’re in hospital
17. If the doctors and nurses will be kind to them
(_ 
(_ 
( _  
( _  
( _  
( _  
( _  
( _  
(_
11. Being separated from their parents during the operation (_
(_)
(_)
(_)
(_)
(_)
(_)
Thank you very much for taking the time to complete this 
questionnaire.
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Appendix 7
Demographic form
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Date completed...........................
Demographic data 
About the Child and Family
Age
Sex
Ethnicity
Main care-givers’ occupation(s)
Child’s first language 
Parent’s first language
How long has it taken the family to travel to (study hospital)?
Is the child or family involved with other health or social care services?
About the Procedure
Type of procedure
Number of previous surgical procedures (of any type, general or local 
anaesthetic)
How did the child react to his/her immunisations?
1=well; 2=neutral; 3=badly
Did the child stay in the night before the procedure?
How long has the child waited for the procedure?
Is the child on the morning or afternoon list?
How long has the child known that the procedure is going to take place?
Has the child received any preparation for the procedure? If so, what? Please 
include any sort of preparation, whether provided by (study hospital), parents 
or someone else.
Are there any other fears or worries?
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Local Research Ethics Committee approval
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FuH title o f study: Audit of anaesthetic induction difficulty and preliminary
investigation of pre-operative factors associated with a difficult 
induction
REC reference number: 04/Q0508/103 
Protocol number: 2
Thank you for your letter of 19 November 2004 and your revised protocol with a letter datd 
23 November 2004, responding to the Committee’s request for further information on the 
above research and submitting revised documentation.
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A McEwan.
Confirmation of ethical opinion
On behalf of the Committee, I am pleased to confirm a favourable ethical opinion for the 
above research on the basis described in the application form, protocol and supporting 
documentation as revised.
The favourable opinion applies to the research sites listed on the attached form. Confirmation 
of approval for other sites listed in the application will be issued as soon as local assessors 
have confirmed that they have no objection.
Conditions o f approval
The favourable opinion is given provided that you comply with the conditions set out in the 
attached document. You are advised to study the conditions carefully.
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Management approval
The study should not commence at any NHS site until the local Principal Investigator has 
obtained final management approval from the R&D Department for the relevant NHS care 
organisation.
Membership of the Committee
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The Committee Administrator will notify the research sponsor that the study has a favourable 
ethical opinion.
Statement o f compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
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04/Q0508/103 Please quote this number on all correspondence
With the Committee’s best wishes for the success of this project, 
Yours sincerely,
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University of Surrey Ethics Committee approval
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Unis
Ethics Committee
17 December 2004
rainee uunicai Psychologist 
Department of Psychology 
School of Human Sciences
Audit of anaesthetic induction difficulty and preliminary investigation of pre-operative  
factors associated w ith  a difficult Induction fEC/2004/119/Psvch^ - FAST TRACK
On behalf of the Ethics Committee, I am pleased to confirm a favourable ethical opinion for 
the above research on the basis described in the submitted protocol and supporting 
documentation.
Date of confirmation of ethical opinion: 17 Decem ber 2004
The list of documents reviewed and approved by the Committee under its Fast Track 
procedure is as follows:-
Document Type: Application 
Version: 1 
Dated: 16/11/04  
Received: 06/12/04
Document Type: Emailed Approval Letter from 
Version: 1 
Dated: 16/12/04  
Received: 17/12/04
REG
Document Type: Research Protocol 
Received: 17/12/04
Document Type; Letter to Dr Larcher and Dr McEwan 
Dated; 19/11/04  
Received: 17/12/04
Document Type: Letter to Parent/Guardian 
Received: 17/12/04
Document Type: Information Sheet for Parents 
Received: 17/12/04
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Document Type: Information Sheet for Children Aged 8-11 
Received: 1 7 /1 2 /04
Document Type: Information Sheet for Children Aged Under-8 
Received: 17/12/04
Document Type: EAS 
Received: 17/12/04
Document Type: S CAS 
Received: 17/12/04
Document Type: CSWQ and CSW Q-R  
Received: 17/12/04
Document Type: Strengths and Difficulties Questionnaire 
Received: 17/12/04
Document Type: BUMP-R (Behavior In Hospital and at Home)
Received: 17/12/04
Document Type: The induction Compliance Checklists (Intravenous and Inhalation) 
Received: 17/12/04
Document Type: Demographic Data 
Received: 17/12/04
This opinion is given on the understanding that you will comply with the University's Ethical 
Guidelines for Teaching and Research.
The Committee should be notified of any amendments to the protocol, any adverse 
reactions suffered by research participants, and if the study is terminated earlier than 
expected with reasons.
You are asked to note that a further submission to the Ethics Committee will be required in 
the event that the study is not completed within five years of the above date.
Please inform me when the research has been completed.
Yours sincerely
Catherine Ashbee (Mrs)
Secretary, University Ethics Committee 
Registry
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Invite letter to parents
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D ear Parent/G uardian,
Identification of Factors Contributing to Difficult Anaesthetic Induction in 
Children
W e  are currently doing a study which aim s to investigate difficult inductions to general 
anaesthetic  in children aged betw een 4  and 11 years.
T h e  aim  of this study is to develop a c learer picture of the level and frequency of 
difficult induction to anaesthesia, and to begin to develop an insight into factors 
occurring before the operation which could contribute to this.
In order to do this, w e are  asking the families of all children w ho are  coming into 
Hospital for a general anaesthetic  on data collection days if they would take part.
Before you and your child decide if you would be willing to take part, p lease read the 
information sheets enclosed with this letter. There are three; one for the parents, one 
for children aged betw een 8-11 years, and one for children aged under 8 years. 
Please decide which sheet it would be most appropriate for your child to read/have  
read to them .
If you and your child decide that you would be willing to take part, w e would be 
grateful if you could sign the consent and assent forms, com plete the enclosed  
questionnaires, and bring them  all with you when you attend the hospital for your 
child’s procedure.
Th ere  is also a letter for your G P  enclosed. If you go to see  your G P  about any  
concerns you m ay have about your child’s surgery, you can take this letter with you to 
explain your involvem ent in this study.
If you decide that you would not like to take part, that is fine. It will not affect the w ay  
you or your child are treated at the hospital. If you decide now that you would like to 
take part, but change your mind later, that is also fine. Again, this will in no w ay  
affect how you or your child are treated at the hospital.
If you have any questions, please get in touch.
Yours faithfully,
Caroline Haigh and Jenny Cropper 
Trainee Clinical Psychologists
Contact telephone number:___________
T h e  researchers regret that they will be unavailable to answ er any calls directly, but if 
you call, you will be able to leave a m essage and the researchers will return your call 
as soon as possible, although this will probably not be on the sam e day.
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Parent’s information sheet
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IDENTIFICATION OF FACTORS CONTRIBUTING TO DIFFICULT 
ANAESTHETIC INDUCTION IN CHILDREN
Information Sheet for Parents
The doctors taking care of your child have decided he/she needs to have a 
procedure under general anaesthetic. We are currently doing a project looking 
at how often children have a difficult process of induction to general 
anaesthesia, and to see how difficult this is for those children. We would like 
to ask your permission to include your child in this project. Before you decide, 
it is important for you to understand why the research is being done and what 
it will involve. Please take time to read the following information carefully and 
discuss it with others if you wish. Ask us if there is anything that is not clear or 
if you would like more information. Take time to decide whether or not you 
wish to take part. Thank you for reading this.
The aim of the project
The aim of this project is to try to identify how many children have a difficult 
induction to anaesthesia, and to try to identify some of the factors before the 
surgery which might contribute to this.
Why Is the project being done?
We know that some children find induction to general anaesthetic more 
upsetting than other children. We hope that if we identify some of the factors 
associated with this, a questionnaire could be used to check which children 
this is likely to be. These children could then be given extra preparation for 
the procedure, which might help them be less upset. We also want to know 
the number of children who are having a difficult induction to general 
anaesthesia.
How will the project be done?
The project has two parts, firstly you are being asked to complete the 
questionnaires sent to you with this information and the second part will be 
carried out during your child’s stay at the hospital. If you agree to take part in 
the second part of the study, a researcher will come to see you whilst you and 
your child are waiting on the ward and will ask you to answer some questions. 
Then, when your child is being inducted to anaesthesia, a member of staff 
who would normally be present will complete a checklist to assess how 
difficult the induction to anaesthesia is.
What are the risks and discomfort?
Some parents may find it upsetting to think about their child being upset, and 
some children may find it upsetting to think about induction to anaesthesia, 
although children often find it helpful to talk about their worries. If you or your 
child find it too distressing, you can ask the researcher to stop. This will not 
affect the care or attention you receive from the hospital staff.
What are the potential benefits?
Some parents and children find it helpful to talk about their worries and 
feelings before surgery, possibly better preparing the child for the procedure. It 
may also provide you both with an activity to complete during the time they are 
waiting to go to the operating room.
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Who will have access to the information you get?
The information we get over the course of this study will be kept confidential to 
the research team. The 1988 Data Protection Act safeguards the use of some 
types of personal information. This places an obligation on those who record 
or use personal information, but also gives rights to people about whom 
information is held. If you have any questions about data protection, please 
contact the Data Protection officer via the switchboard on
The results from our project will be published in professional journals. No 
personal identifying details will be revealed in these publications.
What are the arrangements for compensation?
This research project has been approved by an independent Research Ethics 
Committee who believe that it is of minimal risk to your child. However, 
research can carry unforeseen risks and we want you to be informed of your 
rights in the unlikely event that any harm should occur as a result of taking 
part in this project.
No special compensation arrangements have been made for this project but 
you have the right to claim damages in a court of law. This will require you to 
prove a fault on the part of the researchers.
Do 1 have to take part in this project?
No. If you decide not to take part in this project, this is entirely your right and 
will not in any way affect your child’s present or future treatment.
Who is organising and funding the project?
This is a joint project between and the University of Surrey. It
has received no special funding.
Who do I speak to if I have further questions or worries?
Please contact Jenny Cropper or Caroline Haigh at the University of Surrey. 
You can contact them by leaving a message with the Clinical Psychology 
department at the University of Surrey ( ). The researchers regret that
they will not be available to answer calls, but will do their best to return any 
messages within the shortest time possible.
If you have any complaints about the way in which the project is being or has 
been conducted, in the first instance please discuss them with one of the 
researchers. The researchers are Jenny Cropper, Caroline Haigh. Dr Daniela 
Hearst and Dr Lindsey Edwards. If the problems are not resolved, or you wish 
to comment in any other way please contact the Chairman of the Research 
Ethics Committee by post via The University of Surrey, Guildford, Surrey, GU2 
7HX or, if urgent, by telephone on , and the Secretary to the Ethics
Committee will put you in touch.
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Information sheet for children aged 8-11
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IDENTIFICATION OF FACTORS CONTRIBUTING TO DIFFICULT 
ANAESTHETIC INDUCTION IN CHILDREN 
Information Sheet for Children Aged 8-11
Your doctors have decided you need to have a procedure under general 
anaesthetic. A general anaesthetic is a type of medicine that will let you have 
a special sleep. When you are having this special sleep you wont feel any 
pain. We are interested in knowing how children feel about having a 
procedure under general anaesthetic. Therefore, we would like to ask you 
and your parent or guardian to fill in some questionnaires before your 
procedure. A questionnaire is a name for a piece of paper with questions on 
it. There are not any right or wrong answers to these questions, they are just 
about how you feel. We would also like to ask your permission for a member 
of staff to do an observation rating of you. An observation rating is when a 
member of staff notices what you are doing and writes it down.
Take time to decide if you want to say YES or NO to this. Please read, or have 
someone to read for you, this information. Don’t worry if you don’t understand 
it straight away. Your parents have also been told about this, and you can ask 
them to help you understand.
1) Why are we doing this?
We want to find out how children feel about having a procedure under general 
anaesthetic. We also want to see if we can find out why some children might 
be worried about having a procedure under general anaesthetic. If we can 
find this out we might be able to help these children.
2) What will be different for you?
Before you come to hospital, you and your parents will be sent some 
questionnaires to fill in. When you are already in the hospital, one of the 
researchers will ask your parent or guardian to answer some questions. This 
will take about ten minutes. Nothing else will be different for you.
3) Why do we ask you?
We ask the children who are coming to Hospital for a procedure
under general anaesthetic to take part.
4) Do I have to take part?
No. It is up to you and your parents to decide. If you decide you don’t want to, 
that’s absolutely fine. The doctors and nurses will look after you as best as 
they can anyway.
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5) What will you ask me to do?
When you are already at the hospital, one of the researchers will ask your 
parent or guardian to answer some questions.
6) Is it dangerous?
No, but some of the questionnaires will be asking questions about your fears 
and worries. Some children might find this upsetting.
7) Will it help me and other children like me?
You might find it helpful to talk about how you feel about having a procedure 
under general anaesthetic.
Once we have finished the research, it will be easier to know which children 
might be worried, and so it will be easier to help them.
8) Who will know about what I say?
Only the researchers will know what answers you give. If the researchers 
think that you are very upset, they will tell the ward staff, but only if that is OK 
with you.
9) Who can I speak to if I have any questions?
You can speak to your parents who have also been given information about 
this project. You can also speak to the doctors or nurses on the ward.
The people involved in this research are Jenny Cropper, Caroline Haigh, 
Daniela Hearst and Lindsey Edwards. You and your parents can always 
speak to one of them if you have any more questions. Your parents also have 
some further contact details of people to speak to if they have any complaints 
or worries.
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Information sheet for children aged under 8
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IDENTIFICATION OF FACTORS CONTRIBUTING TO DIFFICULT 
ANAESTHETIC INDUCTION IN CHILDREN
Information Sheet for Children Aged Under-8
Your doctors have decided that you need to have a procedure. Your 
procedure will happen under general anaesthetic. A general anaesthetic is a 
type of medicine. A general anaesthetic will let you have a special sleep. 
When you are having this special sleep you wont feel any pain.
We want to find out how you feel about this. We would like to ask you and 
your parent or guardian to answer some questions before your procedure. 
We would also like to do an observation rating of you. An observation rating is 
when someone notices what you are doing and writes it down.
Think about whether you want to say YES or NO to this. Please read this 
information, or ask someone to read it to you. Don’t worry if you don’t 
understand straight away. We have told your parents about this too, and they 
can help you understand.
1) Why are we doing this?
We want to find out how children feel about having a procedure under general 
anaesthetic. We are also trying to work out which children worry about this. If 
we work this out, we might be able to help these children feel happier.
2) What will be different for you?
Before you come to hospital, your parent or guardian will be asked to fill in 
some questionnaires. A questionnaire is a name for a piece of paper with 
questions on it. When you are in hospital, a researcher will ask your parent or
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guardian to answer some questions. This will take about 10 minutes. Nothing 
else will be different for you.
3) Why do we ask you?
We are asking all children who are having a procedure under general 
anaesthetic at Hospital to take part.
4) Do I have to take part?
No. It is up to you and your parent or guardian to decide. If you say no, that is 
fine. The doctors and nurses will look after you in the same way.
5) What will you ask me to do?
When you are already at the hospital, one of the researchers will ask your 
parent or guardian to answer some questions.
6) Is it dangerous?
No, it is not dangerous. Some of the questions are about your how you feel. 
You might find this upsetting.
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7) Will it help me and other children like me?
When we have spoken to lots of children, it might be easier to know which 
children will feel worried about having a procedure under general anaesthetic. 
This would make it easier to help them.
8) Who will know about what I say?
Only the people who ask the questions to your parent or guardian will know 
what you say.
9) Who can I speak to if I have any questions?
Qc
You can ask your parent or guardian. You can speak to the doctors or nurses 
on the ward.
The people involved in this research are Jenny Cropper, Caroline Haigh, 
Daniela Hearst and Lindsey Edwards. You and your parents can always 
speak to one of them if you have any more questions. Your parents also have 
some further contact details of people to speak to if they have any complaints 
or worries.
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Consent form
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Participant identification number:
Identification of Factors Contributing to a Difficult Anaesthetic Induction
in Children
Consent form to be signed by the parent or guardian of the child who will 
undergo general anaesthesia at Hospital.
• I have read the information sheet about the above project and have had 
the opportunity to ask questions about the project.
• I agree that my child can take part in the project as described in the 
information sheet.
• I understand that my consent is entirely voluntary and can be 
withdrawn at any time, without giving a reason, and that if I should do 
this, it will not in any way affect the way my child is treated at the 
hospital.
Name of Child.
Name of person giving consent Date Signature
Name of researcher Date Signature
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Assent form
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Participant identification number:
Identification of Factors Contributing to a Difficult Anaesthetic 
Induction in Children
Assent form to be signed by the child who will undergo general 
anaesthesia at Hospital.
• I have read, or someone has read to me, the information 
sheet about this project.
• I agree that I will take part in the project.
• I understand that I can change my mind at any time without 
explaining why. If I do change my mind, I understand that 
the doctors and nurses will care for me in exactly the same 
way as before.
Name of Child.
Signature.
Date.
Name of Researcher Date Signature
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Letter to General Practitioners
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PARENTS: IF YOU GO TO SEE YOUR GP ABOUT CONCERNS YOU MAY 
HAVE ABOUT YOUR CHILD’S OPERATION, PLEASE TAKE THIS LETTER 
WITH YOU FOR YOUR GP TO SEE. THANK-YOU.
Full title of study: Audit of anaesthetic induction difficulty and 
preliminary investigation of pre-operative factors associated with a 
difficult induction.
REG reference number: 04/Q0508/103 
R&D number: 04BS26
Dear GP,
Your patient is currently taking part or considering taking part in the 
above study. This study DOES NOT involve the administration of any 
additional medications. Participants are being asked to complete some 
questionnaires about their and their child’s experience of undergoing a 
surgical procedure. The researchers are interested in parent’s and children’s 
feelings about having surgery.
As sometimes parents discuss concerns with their GP, we have given this 
letter to parents to bring along to the consultation with you, so that you are 
aware of their participation in this study.
If you require any further information regarding this study, which has been 
approved by the Research Ethics Committee for Hospital, please
contact us at the above address.
Yours faithfully,
Jenny Cropper and Caroline Haigh 
Trainee Clinical Psychologists 
University of Surrey, in conjunction with
Lindsey Edwards, department. Hospital
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Appendix 17
Letter to child’s consultant
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4**^  January 2005
D ea r..................................... .
Re:........................... ........................................................................ .......
We are two final year Trainee Clinical Psychologists from the University of 
Surrey, conducting a doctoral research project to investigate some of the 
psychological factors that may contribute to severe perioperative anxiety and 
difficult anaesthetic induction in children aged 4-11 years. We hope to identify 
characteristics of children exhibiting severe behavioural distress at 
anaesthetic induction with the aim of improving the application of pre­
operative interventions.
This study has the support of the anaesthetics team and Dr Isabeau Walker, 
Consultant Anaesthetist, has been closely involved in the planning of the 
project. This study has also received approval from the research ethics 
committee and research and development department (REC reference 
number: 04/00508/103, R&D number: 04BS26). The principal investigators for 
the study are Daniela Hearst, Consultant Clinical Psychologist and Dr Lindsey 
Edwards, Principal Clinical Psychologist.
As part of this study we will be approaching the parents of
.......................................  one of your patients who is awaiting a planned
procedure, by letter, asking if they wish to take part. Their parents will be 
asked to complete questionnaires which we will send to their homes. Children 
aged between 8-11 will also be asked to complete two questionnaires at
home. On the day of the surgical procedure, ................parents will be given
some further pen and paper measures on the ward.
Operating Department Assistants will be asked to complete a very quick rating 
measure of the psychological distress of the child on anaesthetic induction 
and of ease of induction. The measure assesses the child not the anaesthetist 
and therefore no names of anaesthetists will be recorded.
Please contact Dr Lindsey Edwards, Principal Clinical Psychologist on ext 
or Daniela Hearst, Consultant Clinical Psychologist on ext if you require
any further information, or if you do not wish ........................................... to be
involved in the study.
Many thanks
Yours faithfully.
Jenny Cropper Caroline Haigh
Trainee Clinical Psychologist Trainee Clinical Psychologist
Research Log Book
0II
ill
Q) ^  3
'S =  O'
Û 0 0
CNJ
O
o
OvJiï
CD 0  
O
CO
|s0
T- >,
CM
L_
CO
3o
JZ
O)l«
I— +
COo  
Îd
s  
«s
CM ^  0
^ 0 0  
CD 0  0  
O >> >^
CO
+
CM
■O
2
"5
cro
0
0
Oc
0
zz
0
Q.g
Uî
J=
2
0
0
0
2
I
JC
co
o
0
0o
0
_0
ü
tz
0
2
0
0
0
-2
0
0
0
0
•0
0
_Ç
Co
0
_c
0
0
Gl
"O
0
0
3
0
I
0
ü
B
0oc
0
"Oc
0
Q.1
8
O)
C
È
8
C
O
ïsl§ l |  
0 0 
.E 0 LO
CM ■»“
ill
lii
g g ro 
c =  2If?
8 § g
C -0  ^
Hl
il!Ill
III
0
P  
0 _
E  8
lî
S o 
W >, 
0 .0
3O 0
— B  8%
-a
0 ■0 c 
0
■5 S"ii
0  "O :E 0
co l
il
P.
S §
g  8
lî
.2 8
11
0 4=
0
? ?  
0 0 
O (/) 
—  0î1 
0 
ü 0 
0 
Q.
0 (0 >- 0 
■S-E
tr 0
O ü
±f 0 
3  CL
2 :
s  2
!{
0 0 
2 ig
o 0
0
C
O
5
■0
0
c
8
2
0
•0
O
O
■0
0c
il
3 ro
O i- 0 .G
0 0 _ -0
0 0
0 M
^ 0 : 0 x:ü
c 0 
0 0
il
Q  (Q 
2 ?
•0
C
0
0
II
^  "0 
0 0  4-^
"0 0 
0 0 
Q. O 0  
O Q:
CM
ill
0 %' (/)
ill
> . i  is
0 T 0
CM "0 c 
§ 1  
ro o
? i |
0 C 0 
■> .p2
o « ?
O 0  0t!iîii
ü 0îiï
■0
C
3
O
II
II
il
0  .E
1-I
2 S
i l
ü (0
c- -  CM
t - c
0
0
0
m «
ë  
0 -0
lîCL 0
S .^
o ^
0 
0 0
i!
Il
II
»- "0
0 ?= 
8 :
il
ID g 
CO C
«
il
■0
8  - I  
S «III
g. .2 ^  
§ - 8 rSis
III
0
0
>
2
Q.
2
ïl
i l?2 
.E -
iS .E
o 5
2 0 
g  Q.
^ E
S g
ü 0
c  0 
g O
0 B
0
0
0
0
go
J3
0
0
0
■01
CL
£
S
0
0
SZ
2 
0
0 . 0
§  q :
5 1 ,
0  4-" 
0 0
.E o: .E û-
0 0
I ®
il
If
il
0 TD 
O 0 
3 C
I I  
8 5
2
-t- 0
0  CO
5 a
1  8
^ c 
0 011
"0 X: 
0  o
!!
Ô £  
"C
0 -== 
5 a
1 8  ^  c 
0 0II
CO CM
0
O
C0
zz
I I
0  LU 
0 ^  
0 .*= 
0 ^  
QZ CO
0
II
0
x:4-5
I
I
II
SI
CO
+
CM
0
■co
Cl
2
0
0
8
0>M—
0
Co
■■8
3
"O
2Qj
0
2I
_0
X2JÜ
*0>
0
1
0
QZ
CO
CM§
CD
2
8
0
Üo
0
T3C
0
8C
0
■DCo
Q.
0
g
8
0
D)C
">\Q.
8
0
0c
8
a
■0
0cc
_0
CL
CL
QZ
DC
CO
I
EJO
3
CO
I '
oQ.
0C
0
0
E
0
0
0
■0
I
0
"0
'0 - i  
0 .2
sz
2
0
0
0
0
0
"C
■Û 0 0 0•ll
S
i  ^CD 0T—
0 b
0
I
o_
QZ
OZ
CO
*0
0
0 
Ü
a#
w 8
•S c
0 0
8 SCT-g 
Ü 0
11 
ll
3
OJD
0
0
0C0 
0  
01
Q.
0
J -
OQ.
0
x:
0
0
"0c'll
0
■0
0
0 .E
0
0 0 
II
LL 0  Q.
. 3T- 0
IÎ
| o
0
pio CO o
O ^  mII
0
CD
00
X:
0
ll
0 0
Ü2 ŒC I- 
.2 0 
Ü £
0 0 Ü c c o 0 ‘x:ll
X -!2. 
8  g
0) O
0 >1 08|%2
5 5Q. 0IÎ11
% B> c 
0 :2
f a
0) 0 O
g 0
. i l
0
E_0
Xio
c
0
E
II
B  o
0 0 .E
g
OQ.
C
0
Q.
I l
ilil
0T3C 0 
0 011 
0
8 ^
0 -g  
0 0il"’I
2 ■«0 H“i
B O
CL
ÛZ
0
X:
0
00
0
f
Q.
CO
3
B
"0
I
3
ÉO
UL
CM
0
• s i
E < 0 — 
Q. 0
II
c 9
g a
M §  
5  5
3  
0.0 
Z  .E
0  4-C o
i t0 ü
0 -0
0  ^Xi :£
= 0
> 0 
0 0
II
2
3g
>
0J= • 
0 < 
0  CD
g a
1111
0 O
IISix:0
11
ll
0 CO
#1 
0 O
Q.
2
a
g
Z
Q.
2
0)o
E
0
0
o
0
C
0
Q.
U
0
0
O.
0
0
8
5
0
<
CD
c Ë
Q.
0 B
0 0 C c
2 0 0 o
S B
1
■■8
0 0 3
0 c 0 0
0 0 CQ.
z 2 CL ‘o
0 3 zc 0 0
o 0 c
4-< ü o o0 O
2
il
O 0 Ë
0 0
0
0
0 0
0
0
0
0 "3
O
0
0 0c
1
0
0
0 1
0
0
0 0 0 zil L_ il o
0
0 g
0
0 0
H H «c
LO CD 00
il
0 3
II
S
> CSJ
Q 0
CD 0 
CM >%
0
O
a
0
B
0)cî
0
0
C
° d 
CL 0
?î
B c 
«
iilII
0 -Q
2.1
0 O 
Q. O 
0 0 
Jr (0 CL 0
O
il
0 0ll
CO
i
i
<3
CM
O
O 0 
CM >>
E
2
g 0
5  §
E 0  
P cvE 0
.2  ü  
0 0
5 ‘2’
i_ Q.
B jzII
0 0 
c *“ o 0
O.Bê °
CO a
0
4= 0
o z
0 0
p-
i|l]
i
£
.Q
lii
III
LO
io
I
CO 
+
CO ^il
0
0
0
E ^
2 2 
4= 0  
0
f  5
i5  03 CO) o 
2 -0  
«  TO
co ,_
Q_ (/)
fîM- 0
.1  r  
.2 ^11 
0 2
1 . 1
.E 2: 
0  0
SI
csi
CO
|ï
Tj- 0
T- > \
el
N 0 
O
I
0
c
i
D)
0
0
O
Î Ïèi
. E l0 o
s §
0 0 
■S §
11
it
D î'üIt
0 
0
E 
0 
0 
0 
0
i .
+4 0
•I
il
0 ^  
0 
c 00 4-<
S  0
II
CL 
0  OZ
ro a0 B|a
§ .§
.E 0  
0 ■—
£  Ü 
0 0
| a
IJII
v 2  CD 
0 0I-
1 i
c  c
I  5
1
0 Q.
0 ^  
!l
0 4-,
11
Csi
CO
es 0 glN 0o
& I
OZ B  
w o
a 5
0 a
ll
0 
0 o0
Q.
3
O
0coCL
0
0
0 0
I
II 
II
II
g 0 11
2
a  _
0  U)
-^1^  0
P
1  g
ro g
i l l
iis
0  4-. 0O cII
.2 o Ü 
£  0 
"0 0  0
III
4-4 —
3  0  0  
0  0  0
0
I .4|l
1 1 a
III
s e z  
0. 2
0: 8
t -  -  > '  0 .0
0
^ .5
II
g s
c 
o  
^  *0I!
0 0
11
Ü O)
0Ï
0
c
0
0
ÎÎ
II 
0  (/)0
CM
I I
-r- > ,
Î1
■qT CL
1 |l
111 E a  o 
0  CL C 3 CL 0 
0 0 0 
0 0 
0
^  H  I
^ 1 1  
p
E  a .
Ill
0  .2  ^
111
Hi
IP
•-S c  "S
Q. 0 0 
8-22 g)
< I i
CO
O
LO
O
CM
O 1
CO
O
LO
O
LOo
CM
O 0 e
LO
N
CM
CO
0
g.
c
3  
0  
0
■q .
2
0
1 
8
2
CO§
If
CL 0 
OZ g
O CL
0
.#
«  (B 
>.:!±  
0 0
0 0 al
y) 0
c
0
C
0
2
0
2
0
o 
0
0  0  42 0  L_ c
Ü aJiS
t ;  3  0
0  g- CL E
o P
OZ
CO
2 g
0  CO
liII
O CO
0  !£5 
CO CM
PE -D
O 0II
| 8
ll
0  CL 
C OZ
<  B
CM
C ^  
0 .2
II
0 <  
0 ) 0
ll
0 - 0  O 0J ^42 0
| i
l l
COo lOo
LOCOLO
5  0 § 0
CM 0  TT 0  
O  >% T- > .
0c
0
CL
OZ
OZ
CO
o
0
0
1
0
c
0
CO
CO
CL
CO1o
0
2
0cc
01 3cr
E
ëI
0
0
I CL
0QZ
S
ll
Ü 0  c
I
0g I
“  “  ro
l l . i ’
CD 0  0
}ii
0 . £  Q.
1.8If
.11II
O  0
B
I#
I S .
0  JZ“ Î
a  3SI
_0
Î3
I
0
0
a
3
0
CO
CO
0
LO
1
COÎÏ
CM 0  
O  > .
LO ^?  ^LO 0
O  >.
| 8
m a  
z  o
0 
0
0  w
§  <  5
85
0
-2 p  c
0
CL .2gg
w  ^
a ü|l 
0  0  
• s i
if
cr-D  
»  ro!l
s Sfi
CO CLll
3  0
i |
0  j_
Ql 0
o
-2
"0
0
0 
C
o  
*0
0 <  
0 0Si
II
0  6 
0
is
II
I
0
c
0
1
1
8
0I
3
0
Co
O
. CLli
«S
0 
0 B  
0
0
XI 0
It
§a
3  CL 
0C O
0  13SI
CM
0
C
0
8  °13
— b  
0 0
>  Ü
§  8
1 <  
0 <
8 - 0
E - 2
— £  
2 - 2  
0  Ü
>  3
8 1  
C  Z  
0  O
li
g.l l
O) 0
c
c  g
Q §
B  ■£ 
2 - g
0  cC 0It
0 _ g  
0  B
Ü
c  «U) 0
0  g
if
£  ■-±1: 0
^  c
S5
S  TOII
>  c
O ■§
II
0 ^  
c
0  (Ô 
c  c11 
2  2
2 8
a
f
Z
0
u.
II
c
I
0
0
C
0
0
X I
Q.
<  <
0 
Ü5 I
Si
O  E
.1
0
c
0
3cr
0
>
0  45 
<  ■§
ll
CD 0 
O  >»
i
O)
Ç
"0
3
0  
0
g
Q.
1
0
3
CT
3  CO 
P  CD
0 ) .E
aa 
.1  0II11
T3 0)II
!i11
0 0
<  <
>1
0
3
cr
0
>
0  42 
<  ■§
COo
lO CMLO .
^ 0 ^ 0  
00 0  LO 0  
CM >.0
0
Q. 
3
-2 
0
CL 
OZ
> . 
E
Ç
42 
0  
0
42
CL 
2  
0
£  
“(o'
E 
2
1 ^  I I Ii
a - f l ’ 
< ^ 8  8  
< 1 5
CM
C
01
Q l
-2
0
X I
Q.
2  
O)
0
0
0
3
CL
OZ
OZ
CO
0
£
o
Q.
C
i
l l
I
3 U i 
CO !3
COo
81
CO 0  
CM
lO ^
§  8o  >.
0  
>» 0
45 0
l io
Q.
0 0 
£  0
li
0
X I
0  _
-2 2 
0 0frS
0  D)
Ç 0  
■_ 0  C
42 0
C  Ü  
0  3
11
11
0  X3
è a
0  'ü  
£  0
0
0
0
2 S'
8t
l l
8i
5 1  1 ^
t i
i?0 0
li■— 0
0 '0 
Q. 0
i f
D ) CL
*0 È ' 
.2  8
I I
Ç
£
i
0
g a
11
0
x:
0
c
3
O
CL
0
3
0
3  ^
la
Ifi 0
0
3L
t|-S«
l l
CL 0
0
0
0
ii
0 .2 
Q. 0
#  
<  0
II
Q.
0
0
E8
C8
0
0
X:
b  0  
0 . 0
g  8
I I
5 ^  
0  ^
8 
C0 c
a 8 
£  0
0  o 0
c  X:
0
0
'o
0
i t
0
0
C
o
0
0
0
8
E 
c
0 o 
0li
Ü 
O 
0ll
È o
II
■■§«
i l■£ §
0 0
E 2
0  3
0 
0
0 
I 
I
£  4% CL
CM
0 0
ÜCLE p 
0
E2
a
i t
0 0
Q. 0
| lS  0
CO
lî
CNJ 0
T— >>
in ino o
00 <^c5 CO
e 0 § 0
CO 0  TT 0o >^'f-
CO lOg g
i  cd|
C3) 0 LO 0 
O >.CM
ino
o5 ^ in ^
^  CD g  CD
CO 0 M - 0T- >>, O  > .
-2
2o
£
3
0
0
0
O
0
O)
c
0c
M—
0
co
Œ
3
2 . 
0 0
- £
ISO 0 
3 Q.
1 -iM- 0 
0 ' 011
0 0
0
Üit
± :i 0IÎ
5 2  
■E 8
8 8 
g a
II
O 0 
CL cgs'SI
£  (D 
‘o "u
l l  
0 
0 0
0  0  If
Is
0
C
01 
c 
0
£
Q.
2
£
3
l a
m mII
|1 
I  £
0
0
C
C
42
Œ
0
D)
Ç
0c
4 —
CL
OZ
.9 O
f  I
"o ^
0
0
ll
s  8
CL+4
8  IIII
t  C 
0  O
0 0
2 § 1  S
a  8  ;  1i— _ i—
o  0 . £  CL
2
>c
3
0
0
CL
OZ
OZ
CO
‘o
Q.
3
0
0
£
0
I
E
0
3
CO
i
C
Ô
c 420
0
E
3
O
CM CO
c
0
E
0
0
0
0
0
0
CL
OZ
Œ
3
0
0
0
I
E
0
3
CO
CM
CL
OZ
0
0cc
45
Q.
g
0
XO 3 0
3
CL 0
E 1
o CLM— O 2
0 0 1—
t S
0
0
0 D CL
s 0 £
0 c0 00 0
c X : t i
0 2 E
0
3
0
£
8
0
0 0
E OZ 0
0 0
3 05
C/5 c
CL 'c
OZ 0 Dl
OZ
CO h-
OZ
M— >^4- •
O
0
05
O
o
0
C
o
Ip
3 ) O 05 0
Ç -= c Ü
0
c 0
0
c Z3
LL CL LL CL
is
£ lo
(D ^
II
II
C  CD 
0 .OIS 0 .Ü 0 
C  CD
•8 1  
0 0 
a . 0
X 0
LU '-Ü
4—L O) 11 
CL .c
X  423i
0 o c ^II
Q.
3
2 ^  
D) 0
CO 0
O) Q-Uw
0  .9£  0
0
0
Eo
0c
0
0g|ri
g f
a l
ifII
“  g
0c
0
2
2
8 %0  COc 
o
0  0
E
0
CL
Ilîi
| , g  2
0o)£P
a i
II
L_ C 
0 0 
CL =  
0 O 
CL L_ 
O0
CL
3
0
CO 0
E 
8
8 
1
i , .s. I
0 0  
0 E 0Pil ti
0  Ü
E45
0  CL
CM
£  3
0 o
ll!g 85
ro 0 jo
III
.1 8 .2
ii
ill
0 0 :g 
£  £  <
CM
0 
in <
CM ^  
>
8 £ 
'C 0|i 1U )
Ç
i
% o
4—
o
.8
S
Ü
-  ili
0Pc  0 
0 0n
C 0 
0  CL
0
2
0
0
0
0
C
0
0
C
0
ë o
0 Ü
O) c
C 0
0  0  
c 3 
0
li
0
2 
CL
2
0
c
O *4
o
It
Ih(/) 0 o
2 1 3 1PiQ a  0
L
fiit
0 C
0
8
li0 O 
0 +-
2 0
Q. T3
< ë
u.
3
g.0 Q.
0  U ilïlî
Iflllf
0 = 3  = 3 0litlll
3
§.
E
0
£
0
0
0
0
ü
0
jC
D)
C
g
O
c
o
c
o
"c3
0
0
0
E
o
0
0
0
1 00
1 E0
0c0 20 0
00
£ 00 00 00
—00 "23 0ü 0
0
CM
0
1
0
0 .9
.8 5
t
0
Q.
0
0
0
Q .
Z
0
§
■■5
£
0
0
Q .
O)
Ç
Z
0
z
I
2
0
E
0
Q.
<
O
0
0
O
i_
0
g.
CM
C
0
E
8
45
CL
Ë
45
0c
0
COoo
CO
X
oÔ
>
O
f
d
m
S
X
8
§
a
(D 
J3
<3 =
I
0
0
0
0
t Î 5
C w
•E O
c 
0 Q. ^  0
£
C
0  0 -T3
Ü
>.
E
c
o
z
o
0
ü
0
QZ
c 
o
4-4
_3
O 
0
g
Œ
0 H 
0
g lïf
M
o 01
i . p  
>*==
0
0
0I
0
0
E
s  s,il
0 
0
0
0
0
i
I
0
2
i
0
0
0 .i=
0
I
0 m —
0
8
0
0
0 .55
i
3 0
lî
C C 
•2 8 
g 8
5 Ï
0
I!*- Oi?aâ
C 
O 
0
ü 3  
35
£ l  
■gl- £
0 
8 5
0  C 
0 3a g
li|llî
0
!
a>
CO
N
CL
3
2
O)
CL
2
0
0
U ic
1
i
C 
0
E 
8
a  ‘5.
i l
Q . 0
E  =-0 0
I 0
>> C 0 O
il
^  .5
II0 0
0
0
8
3
05
0
O
O
0
0
C
8
Ç
‘0
g
0
0
1
0
CO
Reproduced with permission of copyright owner. Further reproduction prohibited without permission.
